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Abstract
The two most common forms of obesity management are currently 
behavioural and surgical interventions. This research aimed to explore the impact of 
behavioural and surgical interventions on weight loss outcome and to assess the 
mechanisms of change involved in this process with a focus on social cognitions, 
adaptive and maladaptive eating.
The thesis consists of three studies which were designed using the Health 
Action Process Approach model as a theoretical framework. For study one a 
longitudinal design was adopted and data were collected from individuals 
undergoing behavioural and surgical weight loss interventions pre-treatment, at three 
months and six months post-treatment. Part one investigated the differences in 
social-cognitions between individuals undergoing behavioural and surgical 
interventions and parts two to four investigated predictors of adaptive and 
maladaptive eating and their role in weight loss. Building on this, study two used a 
qualitative design to investigate the long-term experience of patients undergoing 
surgery for weight loss with a particular focus on eating behaviour. Finally, study 
three was a Randomised Controlled Trial of a planning prompt to enhance weight 
reduction in individuals undergoing surgical weight loss interventions.
Overall results showed that obese participants having either surgery or 
behavioural interventions vary along a number of different dimensions and that the 
roles of eating behaviours for the prediction of weight loss differ in these two 
populations. Not only does the mode of management influence the success of patient 
outcomes, but also the changes in the mechanisms necessary to bring about these 
outcomes. Based on the results of the studies it would seem that when trying to 
understand weight loss, a single model such as the HAPA although useful for study 
design, cannot be applied to all populations and that not only do the weightings given 
to different components vary between populations but also the associations between 
components and outcomes.
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Literature Review
1.1 Chapter overview
This chapter begins by providing an overview of obesity and the problem it poses, 
followed by a discussion of the most common behavioural weight loss (BWL) and 
surgical weight loss (SWL) interventions. This is followed by a discussion about 
health behaviour models and how these have been related to weight loss behaviours 
and outcomes. Particular focus is given to the Health Action Process Approach 
model (HAPA; Schwarzer, 1992; 2008) including a discussion of how this model has 
been applied to healthy eating behaviours. This is followed by a discussion of eating 
behaviours, adaptive and maladaptive, including how these behaviours have been 
shown to affect outcomes in SWL and BWL interventions. Throughout this chapter, 
gaps in the current literature relating to these topics are highlighted. Finally, this 
chapter is concluded by outlining the aims of this research developed to fill in the 
gaps in the evidence as well as further research in this area.
1.2 The obesity problem
Similar to countries across the world, the prevalence of obesity in the UK continues 
to rise. The World Health Organisation (WHO, 2003) acknowledges that obesity, 
defined by a Body Mass Index (BMI) of > 30 kg/m^, is a world-wide problem. It is 
associated with many diseases, including type II diabetes mellitus, stroke, coronary 
heart disease, and hypertension. The proportion of the population in the UK that is 
obese has grown by almost 400% in the last 25 years (House of Commons Health 
Committee, 2006). It is estimated that over 400 million adults are obese worldwide 
(WHO, 2008) and based on current global trends, it is predicted that one in three 
adults will be obese by 2025 (Kouris-Blazos & Wahlqvist, 2007).
Data from the Health Survey for England (2005) show a rise in obesity in men from 
13.2% to 23.6% between 1993 and 2004, and a rise in women from 16.4% to 23.8% 
over a similar period. The rate of obesity in children is also growing fast, rising from 
9.6% to 14.9% in boys and 10.3% to 12.5% in girls up to the age of 11 years, in 1995
19
and 2003 respectively. Given that weight is frequently gained throughout life, there 
is concern that the prevalence of obesity will increase even further (Cross- 
Government Obesity Unit, 2008). This section will now explore the causes of 
obesity.
1.3 The causes of obesity
Excess weight is caused by an imbalance between energy consumed and energy 
expended (Cross-Government Obesity Unit, 2008). Thus, eating a healthy diet and 
engaging in physical exercise are the main contributors to maintaining a healthy 
weight. Research investigating factors associated with obesity has highlighted a 
number of biological, environmental and social factors thought to influence decisions 
to choose a healthy lifestyle: human biology, culture and individual psychology, the 
food and the physical environment.
1.3.1 Human biology
The human body was designed to store energy when available, in order to survive in 
times when there was little food to go around. Research has identified that genetics 
play a part in this process identifying a range of specific genes associated with 
obesity (e.g. PPAR: a gene associated with metabolism). Energy intake and 
expenditure, the ability to store excess fat, and the ability to lose excess weight are 
all thought to have genetic components (e.g. Austin et al., 1997; Korkeila, Rissanen, 
Kaprio, Sorensen, & Koskenvuo, 1995). Further, abnormal genes involved in both 
energy metabolism and the signalling of hunger have been implicated in obesity (e.g. 
leptin, betag-adrenergic receptor; Moran, 1999). Other causes include hormonal 
conditions such as hypothyroidism, and illnesses such as Cushing’s disease and 
polycystic ovary syndrome (Kumar & Clark, 2005).
Parental obesity has been shown to be a strong risk factor for obesity in children and 
is said to double the risk that a child under 10 years will become an obese adult 
(Whitaker, Wright, Pepe, Seidel, & Dietz, 1997). This can be a result of inherited 
genetic characteristics that determine susceptibility to obesity (Koeppen-Schomerus, 
Wardle, & Plomin, 2001) however, they are thought to only play a small role with 
environmental and psychosocial factors being more salient.
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1.3.2 Culture and individual psychology
Much research has been conducted to investigate the reasons why people do not 
choose a healthy lifestyle, offering many explanations, the two most dominant being 
time pressures and perceived and real issues of cost. A lack of time to prepare 
healthy food or carry out regular exercise, due to irregular work hours and a busy 
lifestyle, is associated with people consuming high amounts of convenience foods 
(Kearney & McElhone, 1999). Research suggests that choosing the healthier option 
is frequently more difficult, especially for low income families (James, Nelson,
Ralph, & Leather, 1997). Low-income families tend to spend more money on 
unhealthy foods in comparison to high-income families, and tend to worry about 
food wastage (Dobson, Beardsworth, Keil, & Walker, 1994). Thus, they tend to 
avoid buying fresh fruit and vegetables and have the least healthy dietary pattern 
(Dowler & Calvert, 1995).
A study by Sturm and Datar (2011) examined the association between the cost of 
fruit and vegetables and the amount of fruit and vegetables consumed, and found that 
lower prices for fruit and vegetables predicted significantly higher intake frequency. 
In an earlier study, Sturm and Datar (2005) investigated the relationship between 
fresh fruit and vegetables and BMI in children, and found that lower fruit and 
vegetable prices were associated with significantly smaller gains in BMI.
Perception of weight status is also thought to be linked to the rise in levels of obesity. 
Surveys have shown that many people have a poor perception of their own weight 
status and their unhealthy lifestyle. For example, a study by Jeffrey, Voss, Metcalf, 
Alba, and Wilkin (2005) revealed that out of 277 adult parents, only 40% of 
overweight mothers and 45% of overweight fathers accurately estimated their own 
weight. Further, studies have shown that parents have similar misconceptions of their 
children’s weight. In a study of over 500 nursery school children, only 6% of parents 
with overweight or obese children described their child as overweight or obese 
(Camell, Edwards, Croker, Boniface, & Wardle, 2005). This lack of awareness is 
reinforced by societal attitudes towards weight (Cross-Government Obesity Unit,
2008), as often the media will portray obesity by showing images of extremely obese 
people, which distorts society’s conception of what obesity actually looks like.
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1.3.3 The food and the physical environment
Research has revealed that the visual attributes of the environment, convenience of 
facilities for walking, accessibility of destinations and perceptions about safety are 
all important determinants of whether individuals walk or not (Timperio et ah, 2006). 
For reasons such as proximity, lack of time, and worries about safety, parents often 
choose to drive their children to school rather than allow them to walk or cycle. In 
comparison to 20 years ago, children are spending an increasing amount of time 
indoors playing computer games and watching television and adults are spending 
more time using the internet (Cross-Government Obesity Unit, 2008). Studies 
propose a link between television viewing and obesity suggesting that television 
viewing replaces more vigorous activities (e.g. Marshall, Biddle, Gorely, Cameron,
& Murdey, 2004) and may increase exposure to advertisements of unhealthy foods 
and other cultural and societal values which may impact on attitudes and behaviours 
linked to obesity (Ekelund et al., 2006). Such sedentary lifestyles are thought to 
independently increase the risk of becoming obese.
Interestingly, in 1998, the largest share of advertising during children’s television 
was for food products, with the majority of these products being high in salt, fat, and 
sugar (Lewis & Hill, 1998). Television advertising of food has been found to have an 
effect on both children’s and adult’s food habits, as has advertising in schools, leisure 
centres, and in the community in general (Food Standards Agency, 2003). It is only 
recently that government campaigns have been introduced to limit and monitor such 
advertisement in an attempt to control society’s growing obesity epidemic.
1.4 Tackling obesity
The WHO (2003) has identified the problem of obesity as being worldwide and has 
suggested international changes that need to be implemented to bring the problem 
under control. They suggest offering effective primary care treatments and in order to 
do this money must be spent on training primary care professionals in the treatment 
of obesity, and issuing clinical guidance for screening and interventions. To provide 
such interventions funding must be allocated for research to identify and develop 
successful interventions. This knowledge must then be communicated to the relevant 
people to be translated into services, for example, by implementing successful weight
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loss interventions in doctor’s surgeries, clinics, or hospitals and making them known 
and available to all.
1.5 Treatment of obesity
Many different interventions are available to treat obesity, and clinical guidelines on 
the treatment of obesity generally consider the extent of overweight, health risk 
factors and comorbid conditions in identifying the most appropriate treatment for an 
individual. The two most common approaches are behavioural weight loss (BWL) 
and surgical weight loss (SWL) interventions.
1.5.1 Behavioural weight loss interventions
A variety of behavioural techniques can be used to treat overweight and obesity, the 
most common being adopting a healthy diet and engaging in physical exercise. 
Behavioural weight loss programs commonly recommend a low fat and/or calorie 
restriction diet plan aiming to achieve a negative energy balance. It is recommended 
that an average man needs around 2,500 calories a day to maintain his weight, 
whereas for an average woman, that figure is around 2,000 calories a day, although 
these values can vary depending on age and levels of physical activity, among other 
factors.
1.5.1.1 Outcome of behavioural interventions
There are many individual studies exploring the effectiveness of BWL programs (e.g. 
Foley et al., 2012; Haas, Moore, Kaplan, & Lazorick, 2012; Nanchahal et al., 2012) 
however, greater insight into effectiveness can be gained from the large scale meta­
analyses, narrative and systematic reviews that have been carried out. For example, 
in 1995, the National Obesity Education Initiative of the National Heart, Lung, and 
Blood Institute (NHLBI), in cooperation with the National Institute of Diabetes and 
Digestive and Kidney Diseases (NIDDK), convened the first expert panel to assess 
current literature on overweight and obesity in order to develop clinical practice 
guidelines for primary care practitioners. They reviewed weight loss outcomes in 34 
Randomised Controlled Trials (RCT) that had examined weight loss from a low 
calorie diet consisting of approximately 1,000 -  1,200 kilocalories/day. They 
concluded that low calorie diets are able to reduce total body weight by an average of
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8% in the short term (over three to 12 months), a finding which has been supported 
by other studies who also report a typical reduction in body weight of 8-10% (e.g. 
Davidson et al., 1999).
The NHLBI and NIDDK (1995) also reviewed nine RCTs that examined the impact 
on weight loss of diets that varied in fat and caloric content with low fat diets varying 
from 20-30% of calories from fat and overall calories ranging from 1,200-2,300 
calories. They found low fat diets that did not target caloric reduction helped 
promote weight loss by producing a reduced caloric intake. Further, low fat diets 
combined with caloric reduction resulted in greater weight loss than low fat diets 
alone in the short-term. They concluded that low fat diets produce weight loss 
primarily by decreasing caloric intake.
As well as dietary restrictions, it is recommended that individuals engage in 
moderate levels of physical activity in order to achieve weight loss. As part of their 
evaluation of treatment of overweight and obesity the NHLBI and NIDDK (1995) 
reviewed 24 RCTs that had examined the effect of physical activity on weight loss. 
They concluded that physical activity (e.g. running, jogging, swimming, cycling) in 
overweight and obese adults resulted in modest weight loss, independent of the effect 
of caloric reduction through diet. Further, when examining the effects of 23 
combined RCTs for weight loss involving low calorie diet and physical activity, they 
found that the combination produced greater weight loss than diet alone or physical 
activity alone. Thus, combined with increased physical activity, low calorie diets are 
thought to be the most effective at producing initial weight loss.
The above results are all reported for short-term weight loss outcomes (less than two 
years) and findings on the ability of diet and exercise regimes to produce long-term 
weight loss are less positive. Studies investigating long-term weight loss (defined as 
a reduction of initial weight by 5% or more and the maintenance of this for at least 
one year) generally report negative outcomes, suggesting that weight regain after 
treatment discontinuation is often significant and often exceeds baseline body weight 
(Ayyard & Andersen, 1999; Davidson et al., 1999; Jones, Smith, Kelley, & Gray, 
1995).
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For example, a study by Kramer, Jefferey, Forster, and Snell (1989) investigated 
long-term weight outcomes in 152 individuals who completed a 15-week BWL 
program (diet and physical activity). Participants’ weights were recorded annually 
for four or five years following treatment discontinuation and results showed that 
although significant mean weight loss was evident at long-term follow-up, gradual 
weight regain was the predominant outcome, with less than 3% of the subjects at or 
below their post-treatment weight on all follow-up visits.
Similarly, Walsh and Flynn (1995) examined weight loss maintenance in 143 
overweight individuals who underwent a 26 week BWL program (low calorie diet). 
Participants were followed for four to five years after treatment discontinuation and 
they found that despite impressive initial weight losses long-term maintenance was 
poor. At four to five years after program entry, the average maintained loss was 4.3% 
of original weight. Taken together, these results suggest that BWL programs 
involving low calorie diet plans and/or physical exercise typically produce successful 
weight loss in the short-term only.
In view of the inability of BWL programs to produce good long-term weight loss, 
some individuals are turning to surgical methods. In comparison to BWL 
interventions, SWL techniques, also known as bariatric procedures, have been shown 
to produce substantial weight losses in the short and long-term. For example 
Douketis, Macie, Thabane, and Williamson (2005) carried out a systematic review of 
long-term weight loss studies in obese adults, investigating BWL and SWL methods. 
In short, they found that dietary lifestyle interventions provided < 5kg weight loss 
after two years whereas surgical intervention provided 25-75kg weight loss after two 
to four years.
1.5.2 Surgical weight loss interventions
Bariatric surgery includes a variety of procedures that involve restricting the amount 
one can consume by reducing the size of the stomach (e.g. adjustable gastric 
banding), or through removal of a portion of the stomach (sleeve gastrectomy or 
biliopancreatic diversion with duodenal switch) or by resecting and re-routing the 
small intestines to a small stomach pouch (gastric bypass). The most common 
bariatric procedures performed for weight loss in the US and Europe are
25
Laparoscopic Adjustable Gastric Banding (LAGB) and Gastric Bypass Procedures 
(GBP; Nguyen, Hinojosa, Fayad, Varela, & Wilson, 2007; Tice, Karliner, Walsh, 
Petersen, & Feldman, 2008). To be eligible for bariatric surgery individuals must 
have a BMI of 40 or greater, or between 35 and 40 with pre-existing disease which is 
known to improve with weight loss (Kumar & Clark, 2005).
1.5.2.1 Gastric bypass procedures
Gastric bypass procedures incorporate both restrictive and malabsorptive elements 
and involve dividing the stomach into a small upper pouch (thumb sized) and a much 
larger remnant pouch, the larger pouch being the segment which is bypassed. Figure
1.1 shows how the small intestine is rearranged to connect to both the upper and 
lower segments to allow drainage of food and acids. There are a number of different 
variants of this procedure, the most common being the Roux en-Y gastric bypass 
(Kumar & Clark, 2005). Each technique uses different lengths of small intestine 
which is thought to affect the degree to which food is absorbed. As can be seen from 
Figure 1.1, in the Roux en-Y technique, the small intestine is divided below the 
lower stomach outlet which is then rearranged into a Y-configuration, allowing outlet 
of food from a pouch via a ‘Roux limb’.
The restrictive element of GBP is straight forward in that only a very small amount 
of food can be physically consumed. When food enters the new stomach pouch it 
causes the wall to stretch, stimulating nerves which send a message to the brain 
indicating fullness (Kumar & Clark, 2005). Despite only consuming a small amount 
of food the patient feels as full as they would have after eating a large meal (Kumar 
& Clark, 2005). The malabsorptive element involves the stimulation of hormones 
which inhibit further food intake which have been dubbed ‘satiety factors’. It has 
been hypothesised that levels of these circulating hormones are altered following 
GBP, resulting in reductions in feelings of hunger and food intake. However, 
findings in this area are controversial, with the exact mechanism by which GBPs 
reduce food intake (apart from restriction) yet to be elucidated.
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Roux-en-Y Type of Gastric Bypass Procedure
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Figure 1.1: Gastric bypass (Kumar & Clark, 2005)
1.5.1.2 Laparoscopic adjustable gastric banding
Laparoscopic adjustable gastric banding is a restrictive procedure in which an 
inflatable silicone band is placed around the upper stomach to produce a small 
proximal pouch (see Figure 1.2). The pouch holds approximately half a cup of food 
whereas a typical stomach can hold about 6 cups of food. The function of the band is 
to restrict the amount of food that can be consumed at one time and slows emptying 
of food leading to the slowing of digestion and a reduction in appetite. Over time.
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usually as patients lose weight, the silicone band may need adjusting by simply 
injecting the access port with saline solution which applies pressure to the stomach 
wall and reducing the food entry point. LAGB is the most common form of 
restrictive procedure as it is the least invasive, with patients only needing a short 
hospital stay (often overnight) and a speedy recovery time. In addition, the procedure 
is reversible and often appeals to those individuals who fear permanency.
Eeophagu*
Poudh 
band
Dwodenum
jlcxaa* tMowt —^
Figure 1.2: Laparoscopic adjustable gastric band (Kumar & Clark, 2005)
1.5.2.3 Outcome of surgical interventions
As well as weight loss (which will be discussed further along in this chapter), 
surgical procedures have been shown to improve cardiovascular risk factors, 
recovery from diabetes and a reduction in mortality to 23% from 40% (Robinson, 
2009). Other factors such as quality of life, mood, subjective health status, and
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perceptions of eating control have also been shown to improve as a result of surgery 
(Karlsson, Sjostrom, & Sullivan, 1998; Ogden, Clementi, Aylwin, & Patel, 2005). 
However, these impressive outcomes are often balanced by the incidence of a 
number of complications. Tice, Karliner, Walsh, Petersen, and Feldman (2008) 
carried out a review of early and late post-operative surgical outcomes in individuals 
undergoing GBP and LAGB procedures, and reported early post-operative 
complications (e.g. intestinal obstruction; haemorrhage) occurred in 5% to 10% of 
patients, and late post-operative complications (e.g. anaemia and B12 deficiency) 
occurred in 25% of patients.
Evidence suggests that if post-operative diet and behavioural changes are not strictly 
adhered to, not only will patients fail to lose a significant amount of weight but they 
are also at increased risk of unwanted events such as nausea, vomiting, and gastric 
dumping (Krai et al., 2002). Gastric dumping occurs when patients consume sugary 
food (amounts vary between patients) which passes rapidly to the intestine creating a 
physiological reaction whereby the body floods the intestines in an attempt to dilute 
the sugars. The consequence is a feeling of anxiety, cold sweats, and intense 
palpitations. One to two thirds of patients report experiencing this post-operatively, 
mostly because of difficulty adhering to dietary guidelines (Mitchell et al., 2001). 
Thus, although bariatric surgery is a more successful alternative to BWL 
interventions, it is not a quick fix and effort must be expended in order to achieve 
and maintain weight loss.
Despite the possible side-effects, compared with the risks of morbid obesity, bariatric 
interventions present a relatively low risk, especially when minimally invasive 
techniques are used (e.g. laparoscopic techniques). It is considered the treatment of 
choice for morbidly obese individuals (National Institute of Clinical Excellence,
2009), and it is consistently reported as being an effective treatment for weight loss, 
particularly in the short-term. For example, a systematic review of weight loss 
following surgery carried out by O’Brien, McPhail, Chaston, and Dixon (2006) 
concluded that the mean percentage excess weight loss (%EWL) for GBP was 67% 
and for LAGB was 42% at one year. Other studies investigating weight loss 
outcomes in individuals undergoing bariatric surgery have shown that two years 
post-operatively, patients had typically lost 50% to 60% of excess body weight with
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GBP and 40% to 50% with LAGB procedures (Krai et al., 2002; Rabner & 
Greenstein, 1991).
Further, long-term outcome has also been reported following bariatric surgery with 
one of the largest studies (with Swedish obese subjects) showing that restrictive 
techniques and restrictive and malabsorbtive techniques typically produce an average 
weight loss of 16% of initial body weight after ten years. Sjostrom et al., (2007) 
conducted a prospective study investigating weight loss in patients receiving a 
variety of bariatric procedures. Patients’ weights were recorded four weeks pre­
surgery and then almost yearly for 10 years and again at 15 years. Attrition in this 
study increased with time, with completion rates at 2, 10 and 15 years being 94%, 
84%, and 66% respectively. In the three SWL subgroups (LAGB, vertical banded 
gastroplasty and GBP) the mean %EWL was maximal after 1 to 2 years (32%, 25% 
and 20% respectively) however, an increase in weight was seen in all groups over the 
following years which levelled off at 8-10 years. However, despite this increase, at 
10 years and beyond the weight losses were 25%, 16%, and 14%, all classified as 
being clinically significant losses.
Other studies confirm this by reporting good long-term weight loss outcomes 
however, similar to the above study, they all suffer from one problem which calls 
into question their validity -  high attrition. For example, Valezi, Mali, de Menezes, 
de Brito, & de Souza (2010) conducted a longitudinal prospective study to evaluate 
weight loss outcome in GBP after eight or more years following surgery. They 
recruited 211 patients who were due to undergo GBP measuring their weight before 
and after their surgery. Attrition in this study was high (36.5% dropped out), which 
meant only 134 patients were included at follow-up. These authors reported a typical 
weight loss of 67.6% at one year follow-up and 66.8% at eight years follow-up. They 
reported that surgical treatment failure (defined as <50% EW) occurred in only 7.1% 
of their sample over the eight years. These results suggest that GBPs are effective in 
promoting and in particular maintaining weight loss in the long-term, with a low 
failure rate. However, due to a high percentage of patients lost to follow-up, common 
in studies assessing weight loss interventions, the accuracy of these outcomes cannot 
be assumed.
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Garb, Welch, Zagarins, Kuhn, & Romanelli (2009) carried out a meta-analysis of 
clinical reports providing weight loss outcomes for LAGB and laparoscopic GBP. 
Studies included in their analyses were RCTs and non-RCTs and involved 7,383 
patients. Confirming reports of weight loss outcomes (e.g. Valezi et al., 2010) they 
found a significantly greater %EWL for GBP (62.6%) compared to LAGB (49.4%) 
which continued up to three years post-operatively, although LAGB still produced 
clinically significant weight loss. Again, their analyses highlighted the problem of 
high patient attrition at two years (49.8% LAGB and 75.2% GBP) and at three years 
and beyond (82.6% LAGB and 89% GBP) and suggest concerns regarding the 
validity of current weight loss estimates in this area.
This is highlighted by a study by O’Brien, Brown, Smith, McMurrick, and Stevens 
(1999) who conducted a prospective study of outcomes, one of which was %EWL, in 
a sample of 277 patients. Weights were measured before surgery then yearly for four 
years. They reported mean %EWL of 51% at one year, 58.3% at two years, 61% at 
three years and 68% at four years, again suggestive of good weight loss and 
maintenance. However, similar to other studies, the attrition rate was high for the 
longer follow-up: out of 277 patients who were included in baseline measurements, 
120 completed one year measures, 43 completed two year measures, 25 completed 
three year measures and only 12 completed four year measures.
Although the above studies suggest clinically significant improvements in weight in 
the short and long-term (although Sjostrom et al., 2007 did report a degree of weight 
regain after two years which increased over the following ten years), other studies 
suggest otherwise (e.g. Brolin, Kenler, Gorman, & Cody, 1999; Magro et al., 2008; 
Sugerman et al., 1989). For example, Magro et al. (2008) carried out a longitudinal 
prospective study to evaluate weight regain in patients undergoing GBP. Their 
sample included 782 obese men and women whose weights were recorded at 12, 18, 
24, 36, and 48 months following surgery. They reported a significant %BMI loss up 
to 18 months following surgery, however, after 18 months this was no longer 
significant, and weight regain became significant. They found that after 18 months, 
some weight regain was observed in approximately 50% of patients (46% within 24 
months and 63.3% within 48 months).
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To conclude this section, it is evident that weight loss surgery produces significant 
improvements in weight loss, especially in the short-term, although a small number 
of patients are still reported to fail to lose a significant amount of weight post- 
operatively (Brolin, Kenler, Gorman, & Cody, 1999; Sugerman et al, 1989). 
However, its efficacy at achieving long-term weight loss is unclear, probably because 
of the varying rates of attrition between studies. Although not as impressive, studies 
investigating weight loss in BWL interventions also suggest a significant reduction in 
weight in the short-term, however long-term results are poor. Thus, for both weight 
loss interventions it would appear that many individuals regain their weight as time 
passes, and in response to this research has attempted to understand why this 
variability occurs and has focused on behavioural and psychosocial factors as 
possible predictors.
1.5.3 Predictors of weight loss
Studies have highlighted a number of behavioural and psychological factors 
associated with weight loss outcome in BWL and SWL interventions. In individuals 
undergoing BWL interventions factors such as more fi*equent previous dieting 
attempts, a lower weight specific perceived quality of life, lower exercise self- 
efficacy (Teixeira et al., 2004), initial body weight (Wing & Jeffery, 1999) and 
psychopathology (Beliard, Kirschenbaum, & Fitzgibbon, 1992) have been found to 
be associated with weight loss. Studies that have examined the association between 
behavioural and psychological factors and weight loss in patients undergoing SWL 
interventions have found that marital dissatisfaction (Hafiier, Rogers, & Watts,
1990), a history of sexual abuse, poor social support and poor previous dieting 
success (Ray, Nickels, Sayeed, & Sax, 2003) are negatively related to weight loss.
Despite these findings, the progress that has been made in the study of psychosocial 
processes related to weight loss behaviours and weight loss is still far fi-om offering 
the desired solutions. Therefore, one of the most salient aims in the area of weight 
management research is to identify factors that can predict weight management 
behaviours and incorporate them in to treatment programs that aim to achieve 
successful weight management. For reasons discussed in the following secfion, this 
research will apply the HAP A model (Schwarzer, 1992; 2008) as a theoretical 
fi-amework to the prediction of eating behaviours. To date, only one studylias
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utilised the model as a framework in behavioural weight management and none have 
utilised it for surgical weight management.
1.6 Health behaviour models
Many health conditions are caused by risk behaviours such as consuming large 
quantities of alcohol, reckless driving, unprotected sexual intercourse, or poor 
nutrition (Taylor, 2003). In an attempt to identify proximal determinants of health 
behaviour several health behaviour models have been developed with the aim of 
identifying the set of factors that allow for the best prediction of the health behaviour 
change process. As to which model is better is debated in health psychology.
Health behaviour theories propose that a person’s behaviour is an outcome of 
conscious intentions and have attempted to link intentions directly to behaviour. 
These include the Theory of Reasoned Action (TRA; Fishbein & Ajzen, 1975), the 
Theory of Planned Behaviour (TPB; Ajzen & Madden, 1986), Protection Motivation 
Theory (PMT; Rogers, 1983), the Transtheoretical Model (TTM; DiClemente & 
Prochaska, 1982; Prochaska & DiClemente, 1983; Prochaska, DiClemente, & 
Norcross, 1992), and the Health Action Process Approach model (HAPA;
Schwarzer, 1992; 2008). The TRA, TPB and PMT are classified as being continuum 
models, while the TTM and the HAPA model are classified as being stage models.
1.6.1 Continuum models
Continuum models place individuals on a continuum that reflects the likelihood of a 
behaviour taking place (Schwarzer, 2008). Influential predictor variables are 
identified and combined into one prediction equation for explaining behavioural 
intention and behaviour change, thus the goal of such models is to move individuals 
along this route towards action. Continuum models agree that intentions play a key 
role in the prediction of behaviour.
The TRA (Fishbein & Ajzen, 1975) suggests that the intention, defined as the 
motivation required to perform a particular behaviour, is a direct antecedent to 
engaging in a behaviour and is determined by attitudes (general positive/negative 
evaluation of behaviour) and subjective norm (global perception of social pressure). 
However, the model was criticised for its assumption that behaviours were solely
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dependent on the formation of an intention, and that control over a behaviour was 
unimportant. Ajzen (1991) agreed that individuals may not intend to perform a 
behaviour unless they perceive they have control over their performance, therefore 
he added the concept of perceived behavioural control to the model to form the TPB 
(Ajzen & Madden, 1986). The TPB assumes that intentions are the most important 
determinant of behaviour, but also suggests that perceived behavioural control can 
directly predict behaviour as well as moderate the relationship between intention and 
behaviour.
Similar to the TRA and the TPB, PMT (Rogers, 1983) also assumes that intention is 
a major cause of behaviour. However, it proposes that two processes, threat appraisal 
and coping appraisal, determine what is known as protection motivation (the 
intention to perform the recommended behavioural response) which is considered by 
this model as the most immediate predictor of behaviours (Rippetoe & Rogers, 1987; 
Rogers, 1983). The threat appraisal process is determined by perceived vulnerability 
to and perceived severity of a disease or illness. This appraisal increases protection 
motivation, unless there are advantages in performing the maladaptive behaviour 
(which decreases protection motivation). The second appraisal process, coping 
appraisal, is determined by both the usefulness of the response (i.e. response 
efficacy) and confidence in one’s ability to perform the behaviour (i.e. self-efficacy, 
see below for discussion). If an individual perceives response efficacy and self- 
efficacy, protection motivation will increase, unless the costs incurred by performing 
the adaptive behaviour are too great.
1.6.1.1 Criticisms of continuum models
Some argue that continuum models better predict intention variance rather than 
behaviour variance and Schwarzer (2008) suggests two major theoretical 
deficiencies. First, a single prediction rule for describing behaviour change implies 
that cognitive and behavioural changes occur in a linear fashion, and an intervention 
approach whereby one intervention is suitable for all individuals is adequate despite 
qualitative changes during the course of time, such as changing mind-sets, phase 
intentions, or recycling back and forth.
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Second, continuum models typically do not account for the post-intentional phase in 
which goals are translated into action (Schwarzer, 2008). Research has shown that 
even if an intention has been formed, factors can arise that affect whether or not a 
behaviour is performed, for example, coping and recovery self-efficacy 
(Luszczynska & Schwarzer, 2003; Scholz, Sniehotta, & Schwarzer, 2005) and action 
and coping planning (Lippke, Ziegelman, & Schwarzer, 2004; Sniehotta, Scholz, & 
Schwarzer, 2005; Ziegelman, Lippke, & Schwarzer, 2006), two components that will 
be discussed further along in this chapter. Continuum models therefore, need to 
include post-intentional factors that bridge the gap between intentions and behaviour. 
In doing so it is assumed that there are at least two stages of behaviour change, a 
motivational one that ends with an intention, and a volitional one that ends with 
successful performance (Schwarzer, 1992; 2008).
1.6.2 Stage models
Stage models overcome such criticisms by conceptualising health behaviours as 
encapsulating several discrete stages (Armitage & Connor, 2000). Stage theories 
suggest that people at different stages of the behavioural change process will behave 
in qualitatively different ways, and the kinds of interventions and information needed 
to move individuals closer to action will vary from one stage to another (Sutton, 
2000). Thus, the main principle of stage theories is to understand the mechanisms of 
qualitative behaviour change. Two main stage theories are the TTM (DiClemente & 
Prochaska, 1982) and the HAPA model (Schwarzer, 1992, 2008).
The TTM analyses the stages and processes people go through when attempting to 
bring about a change in behaviour. It suggests five distinct stages involved in the 
behavioural change process: pre-contemplation, contemplation, preparation, action, 
and maintenance. Whilst all individuals are thought to move through these stages, the 
rate at which they progress may differ and some may regress (e.g. a failed attempt at 
smoking cessation), while other individuals may hit a barrier and fail to achieve 
further behaviour change. Although these stages of change may help to understand 
when in the behavioural change process shifts in attitudes, intentions, and behaviour 
will occur, little is described about how these changes occur and explains very little 
about the role of social-cognitive variables in the behavioural change process. 
Schwarzer (1992) suggests that without such a description, identification of
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predictors of behaviour change and the development of effective interventions aimed 
at increasing health behaviours is difficult. Thus Schwarzer (1992; 2008) developed 
a stage model that does operationalise social-cognitive variables allowing for a better 
prediction of behaviour change; the HAPA model.
1.6.3 Health action process approach model
The HAPA model is based on Social-Cognitive Theory (SCT; Bandura, 1986) and 
Volition Theory (Heckhausen, 1991). Social-cognitive theory posits self-efficacy and 
outcome expectancies (related to situation and action) as central determinants of 
behaviour and predicts that behaviours are performed if an individual perceives 
control over the outcome, perceives few external barriers to achieving the outcome 
and has confidence in their own ability (Bandura, 1986). Volition theory 
(Heckhausen, 1991) emphasises the importance of volitional factors in the behaviour 
change process. Heckhausen (1991) suggests that individuals select a particular 
behaviour because of expected consequences (also known as outcome expectancies), 
and then implement the behaviour with some measure of energy along a particular 
path. As such, Heckhausen (1991) conceives a motivational-volitional dual process.
The HAPA model combines factors from social-cognitive and volition theory as well 
as including additional variables, and suggests that the adoption, initiation, and 
maintenance of health behaviours must be explicitly conceived as a process that 
consists of two distinct phases: a motivational phase and a volitional phase (see 
Figure 1.3).
1.6.3.1 Motivational phase
In the motivational phase individuals form an intention to act. They will either adopt 
a precaution measure (e.g. carry out regular breast self-examination), or change risk 
behaviours in favour of healthy alternatives (e.g. adopt a healthy diet). During this 
phase three factors are thought to play a role in the formation of an intention: risk 
perception, outcome expectancies, and self-efficacy. Although these factors are 
thought to play individual roles in the process of intention formation, Schwarzer 
(2008) suggests a possible temporal and causal order among them.
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Risk perception
Risk-perception refers to an individual’s perceived susceptibility to a health problem, 
the perceived severity of the health problem, and the individual’s general level of 
health concern (Taylor, 2003). It is thought to set the stage for a contemplation 
process and thoughts about competencies and consequences (Schwarzer, 1992;
2008). If expectancies about the outcome of adopting a behaviour already exist (see 
below), then the direct link between risk perception and intention may disappear. 
Once a decision has been made to adopt the health behaviour (or not), the role of risk 
perception is thought not to extend beyond this.
Outcome expectancies
Outcome expectancies involve individuals calculating the positive and negative 
consequences of adopting certain health behaviours with the greater the number of 
perceived benefits to performing a behaviour, the more inclined an individual might 
be to perform the behaviour. Similar to risk perceptions, outcome expectancies are 
thought to lose their predictive power after a personal decision to act (or not) has 
been made. Schwarzer (2008) suggests that outcome expectancies act as a precursor 
to self-efficacy (described below), because individuals will assess the possible 
outcomes of performing a behaviour before they will assess their capability of 
performing the behaviour.
Motivational self-efficacy
Self-efficacy is thought to be important at all stages of health behaviour change 
(Bandura, 1997) and research suggests that self-efficacy within each stage of health 
behaviour change is not always the same construct. In the domain of addictive 
behaviours, Marlatt, Baer, and Quigley (1995) differentiated between different forms 
of self-efficacy by introducing ‘phase specific self-efficacy.’ They distinguished 
between three types of self-efficacy: motivational self-efficacy, coping self-efficacy, 
and recovery self-efficacy. The reason behind this distinction being that individuals, 
when progressing through stages of health behaviour change, must master different 
tasks and in order to successfully do this, different self-efficacy beliefs are required.
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Schwarzer (2008) suggests that motivational self-efficacy is important in the 
motivational phase of the HAPA model when a motivation to perform a behaviour is 
being formed. Individuals high in motivational self-efficacy imagine success 
scenarios and anticipate a diverse set of strategies in order to achieve desired 
outcomes (Bagozzi & Edwards, 1998). In contrast, individuals low in motivational 
self-efficacy, imagine failure scenarios, question their capabilities, and will 
procrastinate. Self-efficacy is thought to be the most influential factor in the 
motivational phase of the model and the strongest predictor of behavioural 
intentions.
1.6.3.2 Volitional phase
After an individual has developed an intention to adopt a particular health behaviour, 
the individual will move into the next phase of the model: the volitional phase with 
the focus being on cognitions that instigate and control the behaviour in various 
situations. Planning and volitional self-efficacy (coping and recovery self-efficacy) 
are thought to play major roles in this phase.
Volitional self-efficacy
Coping self-efficacy (also known as maintenance self-efficacy) describes an 
individual’s beliefs about his or her capability to deal with any barriers that may arise 
during the maintenance period. Schwarzer and Renner (2000) suggest that when 
encountering barriers to performing health behaviours, individuals high in coping 
self-efficacy will respond confidently with better strategies and more effort and 
persistence. Those low in coping self-efficacy however, will respond in the opposite 
way to this leading to a slower recovery or even abandonment of their goals.
Recovery self-efficacy addresses the experiences of failure and recovery from 
setbacks. For example, if an individual has a relapse in carrying out a health 
behaviour, he or she may fall prey to the “abstinence violation effect” and attribute 
their lapse to internal, stable, and global causes, dramatise the event, and consider it 
to be a ftill-blown relapse (Marlatt et al., 1995). In contrast, individuals with high 
levels of recovery self-efficacy will avoid this by attributing their lapse to an external 
situation, control the damage and restore hope. Thus, recovery self-efficacy refers to
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the confidence an individual has in his or her ability to get back on track after a 
relapse (Marlatt, 2002).
Planning
In order for behaviours to be successfully carried out, action planning and action 
control are needed. Planning is used to transform the behavioural intention into 
detailed instructions on when, where, and how to perform the desired behaviour, as 
well as how to avoid failure. The number and quality of action plans is strongly 
influenced by self-efficacy because self-efficacious individuals have experienced 
mastery through earlier planning (Schwarzer, 2008). Once the behaviour has been 
initiated, self-regulatory cognitions to control and maintain the behaviour must be 
activated.
Self-
Efficacy
Outcome
Expectancies Goals F-annin
Risk
Perception
Motivational Stage Volitional Stage
Figure 1.3: The Health Action Process Approach model (Schwarzer, 1992, 2008).
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1.6.3.3 Empirical support for the HAPA model
The HAPA model has been applied to addictive behaviours and health-enhancing 
and preventive behaviours, including problem drinking (Murgraff & McDermot, 
2003), exercise (Sniehotta, Schwarzer, Scholz, & Schuz, 2005), regular breast self- 
examination (Garcia & Mann, 2003; Luszczynska & Schwarzer, 2003), seat belt use 
(Schwarzer et ah, 2007) and healthy nutrition (Renner & Schwarzer, 2005; Renner, 
Spivak, Kwon, & Schwarzer, 2007; Schwarzer & Renner, 2000). Studies have 
demonstrated its applicability at predicting health behaviours, and interventions 
using variables from the HAPA model have been shown to successfully achieve the 
desired outcome. For example, interventions aimed at increasing motivational self- 
efficacy and outcome expectancies have been shown to increase breast self- 
examination behaviours (e.g. Luszczynska, 2004) and interventions aimed at 
increasing planning behaviours in cardiac rehabilitation patients have been found to 
effectively increase initiation and maintenance of physical exercise (Scholz, Knoll, 
Sniehotta, & Schwarzer, 2006; Sniehotta, Scholz, & Schwarzer, 2006; Sniehotta et 
al., 2005). Pertinent to the current research, features of the HAPA model also appear 
to be particularly useful in the area of eating behaviours, such as following a low fat 
or high fibre diet, and have been shown to successfully inform intervention 
development designed to increase healthy eating behaviours (see below).
A study by Renner and Schwarzer (2005) applied the HAPA model to eating 
behaviour (eating a low fat diet) in a sample of 1,782 healthy participants (BMI < 
28). At recruitment, participants were given questionnaires designed to measure 
outcome expectancies, motivational self-efficacy, risk perception, intentions, coping 
self-efficacy and healthy eating behaviour. They found that outcome expectancies 
were the strongest predictor of intention to follow a low fat diet, followed by 
motivational self-efficacy and risk perception, together predicting 38% of the 
variance. Further, intention was a significant predictor of eating behaviour, 
predicting 48% of the variance. Despite being described by Schwarzer (2008) as the 
most important variable in the model, coping self-efficacy was unable to 
significantly predict nutritional behaviour. However, findings of this study are 
limited by its cross-sectional design, which does not allow for a description of the 
health behaviour change process and therefore merely describes relationships
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between variables. In addition eating behaviour was self-reported and the sample 
BMI was < 28 meaning the findings cannot be translated to overweight and obese 
individuals.
A study that did adopt a longitudinal design was conducted by Renner et al. (2007), 
who investigated predictors of dietary behaviours using the HAPA model as a 
framework. Participants, 167 South Korean men and women, completed baseline 
measures of outcome expectancies, risk perception, motivational self-efficacy and 
intention followed by measures of coping self-efficacy, planning and eating 
behaviours two months later. They analysed their data separately for women and 
men. They found that motivational self-efficacy was the strongest predictor of 
intention in both groups and together, motivational variables predicted 28% and 9% 
of the variance in intention for women and men respectively.
Further, volitional variables were able to predict 40% and 33% of the variance in 
eating behaviour in women and men respectively. Coping self-efficacy and planning 
were significant predictors of dietary behaviour, with coping self-efficacy being the 
strongest most influential variable. The study confirms the ability of components of 
the HAPA model to predict eating behaviour, suggesting its suitability to both men 
and women, however, although based on longitudinal data it did not measure 
behaviour at baseline and analyse behavioural change. In addition, the sample had a 
mean BMI of 22 meaning the results are only generalizable to an average weight 
population.
A study that did factor weight into the prediction of eating behaviours was conducted 
by Renner and Schwarzer (2005). They conducted a study using a sample of 524 
healthy participants, investigating the relationship between components from the 
HAPA model and self-reported nutrition. Participants completed baseline measures 
of outcome expectancies, risk perception, motivational self-efficacy and intention 
and also completed measures of coping self-efficacy and eating behaviour (low fat 
diet) six months later. They found that outcome expectancy was the strongest 
predictor of intention to follow a low fat diet, followed by motivational self-efficacy, 
then risk perception. Furthermore, they found that intention and coping self-efficacy 
were able to significantly predict 48% of the variance in eating behaviour, with 
intention being the strongest predictor.
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The investigators then subdivided the sample into two groups; above average weight 
(BMI > 24/25; «=292) and below average weight (BMI < 24/25; «=232). Similar 
findings were observed; motivational variables were able to predict 40% of the 
variance in intention to follow a low fat diet, with outcome expectancy being the 
strongest predictor of intention, followed by motivational self-efficacy and risk 
perception. When it came to the prediction of eating a low fat diet, intention was the 
strongest predictor followed by coping self-efficacy, predicting 45% and 47% of the 
variance.
A study that focused on eating behaviour outcome specifically in a sample of 
overweight and obese participants was conducted by Schwarzer & Luszczynska 
(2008), who applied the HAPA model to the prediction of nutritional behaviours. 
They recruited 116 overweight or obese individuals with diabetes or cardiovascular 
disease. Participants completed baseline measures on risk perception, outcome 
expectancy, motivational self-efficacy, and intention and then completed measures of 
self-efficacy, planning, and eating behaviour (low fat diet) two months later. They 
found that higher levels of risk perception predicted a stronger intention to adhere to 
a low fat diet as did higher levels of positive outcome expectancy. Further, 
consuming lower levels of high fat food was predicted by stronger recovery self- 
efficacy and planning, together accounting for 46% of variance. It must be noted that 
the importance of risk perception for the prediction of intention in this study, unlike 
in the other studies discussed, might be due to the health status of the sample - they 
were all suffering fi*om chronic illness such as diabetes, cardiovascular disease and 
obesity, and therefore it is possible that risk perceptions in this population might be 
more influential.
This idea has been confirmed by other studies in overweight and obese individuals 
which suggest that risk perception is an important determinant of intention formation 
and has been found to be related to intention to prevent weight regain (Wammes, 
Kremers, Breedveld, & Brug, 2005) and with being ready to lose weight (Wee,
Davis, & Phillips, 2005), as well as being related to weight loss attempts. For 
example, a study carried out by Gregory, Blanck, Gillespie, Maynard, and Serdula 
(2008) assessed the relationship between perceived risk of being overweight or obese 
and weight loss attempts in a sample of 2,631 overweight and obese men and
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women. They reported that perceived health risk of body weight was associated with 
actively trying to lose weight among overweight men and women, specifically a 
greater perceived risk was associated with greater prevalence of trying to lose 
weight.
1.6.3.4 The salience of self-efficacy
That self-efficacy was an important predictor of nutritional behaviour in the study by 
Schwarzer & Luszczynska (2008) in an obese sample has been supported by other 
research investigating the role of self-efficacy in overweight and obese samples. In 
the field of weight control, self-efficacy has received a large amount of attention, and 
many researchers have argued that self-efficacy is an important mediator of 
successful weight loss and enhanced weight loss program experiences (Brownell & 
Cohen, 1995; Byrne, 2002). Some studies suggest that higher weight loss specific 
self-efficacy predicts more successful weight loss and maintenance (e.g. Bernier & 
Avard, 1986; Jeffery et al., 1984; Richman, Loughnan, Droulers, Steinbeck, & 
Caterson, 2001). Bernier and Avard (1986) examined the relationship between self- 
efficacy and weight change during a weight loss treatment in a sample of 62 women 
enrolled in a ten week BWL program. They reported that greater self-efficacy at 
baseline was associated with greater weight loss during treatment. Further, greater 
self-efficacy at the end of the treatment program was associated with greater weight 
loss at a six week follow-up assessment.
In contrast, other studies have found the opposite association, suggesting that higher 
levels of self-efficacy at baseline are predictive of a poorer weight loss outcome (e.g. 
Dennis & Goldberg, 1996; Martin, Dutton, & Brantley, 2003). For example, a study 
conducted by Martin et al. (2003) investigated the association between weight loss 
self-efficacy and weight loss in a sample of 106 overweight or obese women. They 
measured weight and weight loss self-efficacy at baseline and six months later in 
individuals receiving BWL management or personalised monthly sessions with their 
primary care doctor. They reported that higher baseline levels of self-efficacy were 
related to less weight loss at six months.
However, these studies focus on the predictive value of self-efficacy in predicting 
weight loss rather than weight loss behaviours, which might explain the inconsistent
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findings. According to Linde, Rothman, Baldwin, and Jeffery (2006) weight loss is 
an outcome, the consequence of a series of enacted behaviours and the extent that 
self-efficacy facilitates weight loss should depend on its ability to predict the 
performance of the weight loss behaviours. Thus, measuring a direct relationship 
between self-efficacy and weight loss might be missing an important link. Studies 
investigating the relation between self-efficacy and weight loss behaviours have 
shown that increased self-efficacy is associated with weight loss behaviours such as 
increasing dietary fibre (e.g. Hagler et al., 2007), decreasing fat intake (e.g. Nelson, 
McFarland, & Relber, 2007; Schwarzer & Renner, 2000) and increasing 
consumption of fruit and vegetables (e.g. Hagler et al., 2007; Henry, Reimer, Smith, 
& Reicks, 2006).
Linde et al. (2006) carried out a study to examine the associations between self- 
efficacy and weight loss behaviours expected to mediate the relationship between 
self-efficacy and weight change in a sample of 349 individuals participating in a 
BWL trial. Participants completed measures of weight, weight related self-efficacy 
and weight loss behaviours such as following a low calorie diet and increasing levels 
of physical activity, at baseline and at weekly intervals during the active treatment 
period (eight weeks). Follow up questionnaires were then completed monthly 
following treatment completion. They found that self-efficacy beliefs prospectively 
predicted weight loss behaviour such as following dietary plans and calorie 
monitoring, and then weight change during active treatment. However, they were 
unable to predict behaviours and weight loss during follow-up possibly suggesting 
that self-efficacy is an effective aid to weight loss only during active treatment.
1.6.3.5 Intervention studies informed by the HAPA model
Studies that have investigated the prediction of behaviour change as opposed to 
investigating static behaviour using components of the HAPA generally include 
interventions designed to increase healthy eating behaviours. These interventions 
have targeted self-efficacy and planning and have achieved successful outcomes. For 
example, Luszczynska, Tryburcy, and Schwarzer (2007) investigated the effects of a 
self-efficacy intervention and a combined self-efficacy and planning intervention on 
fruit and vegetable consumption. They conducted a RCT where 200 participants 
completed measures on self-efficacy, planning, and fruit and vegetable consumpion
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at baseline. One month after baseline, participants were randomly allocated to a 
control group or one of the two experimental groups, either a self-efficacy 
intervention or a combined self-efficacy and planning intervention. The intervention 
was delivered via email. Measures on eating behaviour were measured again two 
months after receiving the intervention. They found that both interventions resulted 
in an increase in fiuit and vegetable consumption suggesting that enhancing self- 
efficacy and planning results in successful eating behaviour change. Unfortunately, 
when describing participant characteristics they reported that 26% of their sample 
was overweight or obese, meaning their findings do not necessarily extend to the 
overweight and obese population.
However, a study that explores this in a sample of overweight or obese individuals 
was carried out by Luszczynska, Abraham, and Sobczyk (2007). They conducted a 
RCT to investigate the effects of including an Implementation Intention (II) 
intervention into an established weight reduction program. Their sample included 50 
overweight or obese individuals who were assigned randomly to control (n=25) or 
intervention (n=25). The intervention involved getting participants to make a plan 
about their physical activity and nutrition for the following week. Measures of 
weight and planning were taken at baseline and two months after receiving the 
intervention and outcome was measured as a change in weight and BMI from 
baseline to follow-up.
They found that the addition of the intervention doubled the impact of the weight 
loss program on weight reduction over the two months following receipt of the 
intervention, suggesting that a planning intervention is able enhance weight loss in 
overweight and obese treatment seeking individuals. The intervention involved 
provision of weekly planning sheets and a one-to-one review of the plans they made 
in the first week, so was relatively cost-effective and easy to implement. However, 
although informative these results are limited by a small sample size, and although 
the results suggest that planning was able to successfully aid weight reduction, eating 
behaviours were not assessed meaning the reason behind the change i.e. reduction in 
fat or increased exercise, are unknown. Further, the follow up time was short.
Luszczynska, Scholz, and Sutton (2007) investigated the effect of an II intervention 
on the reduction of foods high in fat in patients post myocardial infarction (MI).
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Their sample included 114 patients who were recruited from several hospital wards 
who had experienced an MI four to 10 days previous. Participants completed baseline 
measures of nutrition. Then, at eight weeks after their MI, two weeks after short-term 
rehabilitation consisting of nutrition and exercise advice (measured fat intake and 
intentions to reduce fat), participants were randomly assigned to a control group 
where they were reminded about nutrition and physical exercise guidelines outlined 
at rehab, or to an intervention group which was the same as the control plus they 
were asked to generate an II. Then at eight months after their MI participants 
completed measures on fat intake. The outcome measure was change in fat 
consumption across the three measurement points.
They found that compared to the control group, participants who received the 
intervention ate less saturated fat at follow-up. Although a limitation of this study is 
that fat intake was self-reported, the findings of this and other studies looking at 
behaviour change suggest that interventions aiming to increase healthy eating 
behaviours using volitional components from the HAPA model have some success. 
Thus, not only have studies provided evidence for the usefulness of components of 
the HAPA model at predicting health behaviours, findings also highlight the 
usefulness of the HAPA model for intervention practise designed to change eating 
behaviour.
To conclude this section, the HAPA model appears to be the most superior of the 
health behaviour models by addressing qualitative changes in behaviour at differing 
stages of health behaviour change, as well as including and operationalising post- 
intentional factors that bridge the gap between intentions and behaviour. It is clear 
that the HAPA model appears to be particularly useful for predicting healthy eating 
behaviours, and interventions designed to increase these behaviours focusing on 
volitional components from the model have been shown to be successful.
However, the majority of studies in this area have generally employed healthy weight 
samples, with only one study investigating healthy eating in an overweight and obese 
sample undergoing BWL (Luszczynska et al., 2007). Yet these findings are limited 
by a small sample size and a short follow-up time. Further, although the HAPA has 
been used to predict healthy eating behaviours, as have its component variables, no 
studies to date have used the HAPA model as a framework for the prediction of
46
eating behaviours in overweight and obese individuals undergoing SWL. It is 
possible that the HAPA model may relate differently to individuals undergoing BWL 
and SWL interventions. Using the HAPA model as a theoretical framework to 
investigate eating behaviour in overweight and obese individuals might aid and 
further current understanding of the factors associated with weight loss in these 
populations.
1.7 Eating behaviour
Research suggests that behavioural factors are associated with overweight and 
obesity with approximately 10% to 50% of patients undergoing bariatric surgery 
thought to suffer from Binge Eating Disorder (BED; Glinski, Wetzler, & Goodman, 
2001; Powers, Perez, Boyd, & Rosemurgy, 1999). Eating behaviours in overweight 
and obese individuals are accepted as being one of the most important causal factors 
with a vast amount of literature existing that links the two (see below). Although 
there are many different ways of conceptualising eating behaviours, this research will 
investigate both adaptive and maladaptive eating styles.
1.7.1 Adaptive eating
Adaptive eating has been conceptualised in many different ways with much of the 
literature focusing on unrestrained eating as a form of adaptive eating behaviour. In 
the 1970s, a theory of eating behaviour known as Restraint Theory was developed to 
explore dieting behaviour. Restrained eating, involving exerting a cognitively 
mediated effort to combat the urge to eat and restrict food intake to control body 
weight (Herman & Mack, 1975), became the focus of many studies aiming to 
identify factors contributing to obesity.
A handful of studies investigating restrained eating behaviour suggest that 
individuals who restrain their eating i.e. by dieting, eat less than individuals who do 
not restrain their eating (e.g. Kirkley, Burg, & Ammerman, 1988; Thompson,
Palmer, & Petersen, 1988). However, these studies are in the minority, and the 
majority of studies suggest that restraint often leads to episodes of overeating (e.g. 
Lowe, 1993) with restrained eaters generally having a greater BMI than unrestrained 
eaters (e.g. Tuschl, 1990). For example, a study by Stirling & Yeomans (2003) 
explored the effect of availability of a forbidden food (carrying around a quantity of
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chocolate and being told not to eat it) on subsequent eating behaviour in women 
classified as restrained or unrestrained eaters. They found that when allowed, 
restrained eaters ate more than unrestrained eaters, and during the phase when 
subjects were instructed not to eat any of the chocolate provided, women in the 
restrained group consumed a small quantity whereas unrestrained eaters consumed 
none. Thus, unrestrained eating has been identified as being an adaptive form of 
eating behaviour.
Restrained eating is measured using scales such as the Restraint Scale (Herman & 
Polivy, 1980), the restrained eating section of the Dutch Eating Behaviour 
Questionnaire (DEBQ; Van Strien, Frijters, Bergers, & Defares, 1986) and the 
dietary restraint section of the Three Factor Eating Questionnaire (TFEQ; Stunkard 
& Messick, 1985), all defining unrestrained eating as the absence of eating disorder 
symptoms. However, Tribole and Resch (1995) suggest that adaptive eating is more 
than just the absence of characteristics associated with eating disorders and Tylka 
(2006) posits that individuals may not exhibit disordered eating but at the same time 
may not eat adaptively (i.e. eating when not hungry but not enough to be considered 
a binge). Thus, more recently intuitive eating (IE), eating based on internal 
physiological hunger and satiety cues rather than external emotional cues (Tribole & 
Resch, 1995) has gained recognition as an adaptive eating style.
1.7.1.1 Intuitive eating
Tribole and Resch (1995) describe three central features of IE; unconditional 
permission to eat when hungry and what food is desired (UPE); eating for physical 
rather than emotional reasons (PE); and reliance on internal hunger and satiety cues 
to determine when and how much to eat (RIHS).
Unconditional permission to eat
This reflects a readiness to eat in response to internal physiological hunger signals 
and to eat the food that is desired at that particular point in time (Tribole and Resch, 
1995). This form of eating involves classifying all foods as acceptable without 
attempting to avoid a particular food group. Studies have shown that individuals 
engaging in this form of eating are more controlled internally with their eating (e.g. 
Herman & Polivy, 1998) as opposed to people who restrict their food intake by
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placing conditions on when, how much, and what foods they can eat, who have been 
found to become preoccupied with food and actually end up eating more (e.g. Polivy 
& Herman, 1999).
Eating for physical rather than emotional reasons
This reflects the use of food to satisfy a physical hunger drive and for no other reason 
(Tribole & Resch, 1995). Individuals who engage in this eating strategy eat when 
hungry with the sole purpose being to escape the feeling of hunger, and will stop 
when slightly sated. Unlike individuals who engage in diets and restrain their eating 
who have been shown to eat more when experiencing emotional distress (e.g. 
Costanzo, Reichmann, Friedman, & Musante, 2001), individuals who do not restrain 
their eating have been shown to eat less when experiencing emotional distress (e.g. 
Herman, Polivy, Lank, & Heatherton, 1987).
Reliance on internal hunger and satiety cues
Reliance on internal hunger and satiety cues to determine when and how much to eat 
is thought to be intuitive based on research showing that humans are bom with an 
internal regulator for food intake. Societal messages and information from caregivers 
have been shown to be able to affect this internal regulation of food (e.g. Birch, 
Johnson, Andresen, Petersen, & Schulte, 1991) often leading to a disconnection 
between internal physiological cues for hunger and innate ability to regulate food 
intake. Thus, studies have shown that in children whose caregivers exert unnecessary 
control over their child’s eating, the children are more likely to gain weight, eat in 
response to negative emotion or when not hungry (e.g. Birch & Fisher, 2000; Birch, 
Fisher, & Davison, 2003).
Intuitive eating has been found to be positively associated with indices of 
psychological wellbeing such as positive affect, optimism, and hardiness (Tylka & 
Wilcox, 2006). In addition, research also suggests IE is associated with a lower BMI. 
For example. Madden, Leong, Gray, and Horwath (2012) examined the association 
between eating in response to hunger and satiety signals and BMI. They carried out a 
cross-sectional survey measuring IE and weight in 2,500 women aged 40-50 years 
and found that IE was significantly related to BMI in an inverse direction. Although 
this study suggests an association between lower BMI and IE, due to its cross-
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sectional design, it cannot inform whether IE leads to a lower BMI in these women 
or whether a lower BMI leads to more IE.
Few studies have examined this issue of causality and only one study to date has 
examined the effects of IE on eating behaviours and weight loss. Bacon, Stem, Van 
Loan, and Keim (2005) examined a model that encouraged health at every size, an 
intervention designed to encourage IE and decrease restrained eating. They recmited 
78 obese female chronic dieters aged 30-45 years and randomly assigned them to six 
months of weekly group interventions (either health at every size group or a 
conventional dieting group) followed by six months of monthly aftercare and 
support. They found that cognitive restraint decreased in the health at every size 
group and increased in the dieting group. Further, they found that at two year follow- 
up, health at every size group members improved in areas such as weight, energy 
expenditure, eating behaviour and psychology (self-efficacy depression and body 
image) and managed to sustain these improvements. However, although the diet 
group participants lost weight in the first year and also showed improvements in 
eating behaviour and psychology at one year, weight was regained and little of the 
improvement was sustained.
Although the sample size was small and attrition high for the dieting group (41%) 
limiting these findings, the results suggest some health benefits of adopting IE 
behaviours. In order to be accepted in the literature, more studies are needed that 
replicate these findings as results of a single study are not enough to inform the 
relationship between IE and weight loss in individuals undergoing weight loss 
interventions. Given that the nature of weight loss surgery is to create a feeling of 
‘fullness or satiety’ after eating a small amount of food, it seems likely that IE will be 
an outcome of this type of intervention which aims to re-teach individuals how to 
listen to their internal regulator of food intake. Investigating IE in this population 
may provide an insight into the mechanisms by which weight is lost through surgery.
1.7.2 Maladaptive eating
Although there are many different forms of maladaptive eating behaviours, the two 
most associated with obesity and weight loss are Binge Eating (BE) and Emotional
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Eating (EE). This section will focus on BE and EE in the context of both BWL and 
SWL interventions.
1.7.2.1 Binge eating
Binge Eating Disorder (BED) is defined in the fourth edition of the Diagnostic and 
Statistical Manual of Mental Disorders (DSM-IV; American Psychological 
Association, 1994) as BE (the consumption over a discrete period of time an amount 
of food that is ‘definitely larger’ than most people would eat in the same period of 
time under similar circumstances), while feeling a sense of loss of control over 
eating, at least two days a week for six months, followed by feelings of self­
recrimination and distress but not by compensatory behaviours.
Although BED does exist in the non-obese population, it is more prevalent in the 
obese population, with an estimated 30% of obese individuals seeking treatment 
reported as suffering from the disorder (Saunders, 1999; Spitzer et al., 1993). 
Evidence suggests that BED is strongly related to obesity (Hudson, Hiripi, Pope, & 
Kessler, 2007), and is thought to be associated with earlier onset of obesity and 
increased BMI (Hsu et al., 2002; Wilfley, Wilson, & Agras, 2003). Treatment of 
BED generally includes medications, BWL and psychological treatments, cognitive 
behavioural therapy (CBT) being the best established treatment (National Institute of 
Clinical Excellence, 2004), however, individuals seeking treatment for BED are 
thought primarily to be seeking help with weight loss rather than BE problems per se. 
Although weight loss treatments are not thought to exacerbate BE problems (de 
Zwaan et al., 2001), the effect of BE on weight loss is unclear as studies 
investigating the association between BE and weight loss in weight loss samples 
have yielded mixed results.
Binge eating and surgical weight loss outcome
Many surgeons report routinely screening for the presence of BE and BED in 
patients opting for bariatric surgery, however there appears to be inconsistency on 
the action taken (or not taken) when patients with BED and BE are identified, with 
some patients being referred for psychological support and some being referred for 
surgery (Devlin, Goldfein, Flancbaum, Bessler, & Eisenstadt, 2004). On reviewing
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the literature, reports on the role of BE and BED and their effect on weight loss 
outcome are inconsistent, possibly explaining this discrepancy.
Hsu, Sullivan, and Benotti (1997) report a poor weight loss outcome in BED patients 
following surgery. They examined how weight loss outcome after GBP was affected 
by the interaction between pre-surgery BED status and length of time since surgery. 
Their sample included 27 female patients who had received surgery in the three years 
prior to their study, who completed measures on past and present weight status and 
eating behaviours. Binge eating disorder was assessed using the Eating Disorders 
Examination (EDE; Fairbum & Cooper, 1993), described as being the gold standard 
interview assessment of BED, as well as using extra questions on BE. They reported 
initial improvements in BED status following surgery which subsequently eroded 
after a period of two years, concluding that pre-surgical BED status predicted weight 
regain two or more years after surgery. However, the study suffered from several 
methodological limitations. Pre-surgical eating behaviour was assessed by recall, 
which may have led to the misdiagnosis of cases of BED, and their sample size was 
small making the power to detect associations low. Further, the sample was female, 
meaning their results are not generalisable to the standard obese population seeking 
surgery for weight loss.
Other studies have reported a better weight loss outcome in patients with pre-surgical 
BE. For example, Boan et al. (2004) carried out a prospective study on 40 patients 
who underwent GBP for weight loss. Participants reported BE behaviour pre- 
operatively then again at six months post-operatively using the Binge Eating Scale 
(BES; Gormally, Black, Daston, & Rardin, 1982), a sixteen-item questionnaire 
designed to assess the presence of BE in obese individuals. They found that among 
the 40 patients, those who scored higher on the measure of BE severity pre- 
operatively, lost a significantly greater mean percentage of weight at six months 
post-operatively compared to those with lower scores. In addition, they reported that 
BE disappeared at follow-up. Although methodological weaknesses such as a small 
sample size, a short follow-up time and reliance on self-report measures of post- 
surgical weight limit these findings, other more robust studies have confirmed them.
For example, Latner et al. (2004) conducted a similar study using a larger sample of 
65 patients, who underwent GBP. They employed the EDE to measure BE behaviour
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pre- and post-operatively with a longer follow-up time (average follow-up of 16.4 
months). Similarly, they found that higher levels of pre-operative BE behaviours 
predicted significantly greater BMI reduction following surgery and that BE 
disappeared at follow-up. The follow-up times for this and the study by Boan et al. 
(2004) were less than two years, and although Hsu et al. (1997) also reported an 
initial improvement in BE behaviour following GBP, they reported that this 
improvement disappeared at the two year point following surgery, which may have 
also been observed in these studies had the follow-up times been greater.
Other studies have found no evidence to support an association between pre­
operative BE behaviour and weight loss outcome (Bocchieri-Ricciardi et al., 2006; 
de Zwaan et al., 2001; Powers et al., 1999; White, Masheb, Rothschild, Burke- 
Martindale, & Grilo, 2006). For example, Hsu, Betancourt, and Sullivan (1996) 
investigated the association between BED and weight loss in a sample of 24 female 
patients who underwent a restrictive procedure for weight loss in the three and a half 
years preceding their study. Patients were asked to report past and present weight 
status as well as completing the EDE. They found that pre-operative BED status did 
not predict post-operative weight loss or weight regain. However, post-operative 
BED status did suggesting that the presence of BED post-operatively was associated 
with a poorer weight loss outcome.
In addition, in contrast to findings of Boan et al. (2004) and Latner et al. (2004) they 
found that patients with pre-operative BED were more likely to retain their eating 
disorder following surgery (eight out of 14 patients), and some (two out of 10 
patients) not diagnosed with BED pre-operatively developed BED 12 months post- 
operatively. The authors conclude that pre-operative BED status is less influential for 
weight loss outcome and post-operative BED status is more influential, however, 
their findings are also limited by a small sample size, which may have resulted in 
failure to detect significant associations. The study was also cross-sectional and 
retrospective using self-reported previous weight and BED status, which may have 
led to incorrect reporting of weight and misdiagnosis of some BED cases. The 
patients under study all underwent a restrictive procedure for weight loss, whereas as 
the above mentioned studies included GBP patients, making direct comparison of 
results difficult.
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Bocchieri et al. (2006) also reported finding no association between pre-operative BE 
behaviour and weight loss outcome but also suggested that post-operative BE 
behaviour is not associated with weight loss outcome. They investigated and 
compared self-reported eating behaviour outcomes in a sample of 72 GBP patients 
with and without BE, one or more years following surgery. They employed the use 
of the Questionnaire of Eating and Weight Patterns (QEWP, Spitzer et al., 1992) to 
measure BE, which defines BE as one objective binge episode per week over the last 
six months. They found that pre and post-operative measures (a mean of 18 months 
postoperatively) of BE did not predict weight loss outcome, and BE and non BE 
individuals did not significantly differ on the amount of weight lost. Although the 
sample size was larger than many of the other studies reported, BE was assessed 
using self-report measures which define BE as one objective binge episode per week 
over the last six months, whereas most others suggest at least two episodes are 
definitive. However, these results have been confirmed in a similar but more robust 
study carried out by White et al. (2006).
White et al. (2006) assessed the prognostic significance of BE for 139 obese patients 
undergoing GBP. They measured patients’ weight and assessed eating behaviours 
using the EDE pre and post-operatively (12 months) identifying individuals with and 
without BE. They found statistically significant and clinically robust improvements 
in weight for both BE and non BE individuals. In addition, they observed significant 
changes in eating behaviours following surgery. Pre-operatively, 60% of their sample 
reported no BE, 16% reported infi*equent BE (less than once a week) and 24% 
reported BE at twice least weekly. However, at 12 months post-operatively, only 
8.8% reported infrequent BE and only 0.7% reported BE twice weekly. Strengths of 
the study include a larger sample size and a longitudinal design, not relying on 
retrospective self-reporting of pre-operative weight and eating behaviour. The study 
can be criticised for its short follow-up time of 12 months, which might not be long 
enough to observe subsequent changes in BE behaviour as time progresses, as 
suggested by Hsu et al. (1997). However a similar study by Powers et al. (1999) 
addresses this by employing a longer follow-up time and reported a disappearance of 
BE behaviour following surgery.
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They carried out a longitudinal prospective study to assess eating pathology before 
and after LAGB on 116 patients. Patients completed pre-operative measures of 
eating behaviour and weight and were assessed again at six months, one year, two 
years and 10-12 years post-operatively. Pre-surgery, they found that just over half the 
sample reported BE at least once a week and only 16% met DSM-IV criteria (APA, 
1994) for BED. These patients were merged to form binge eaters. Results showed 
that pre-existing BE was unrelated to weight loss at any follow-up time and 
postoperatively, no patients reported BE behaviour. Although follow-up weights 
were self-reported, the strengths include a longitudinal prospective design with a 
good sample size.
Binge eating and behavioural weight loss outcome
It remains unclear whether BWL interventions have efficacy for weight loss in obese 
patients with BED (Gladis et al., 1998; Goodrich, Poston, Kimball, Reeves, &
Foreyt, 1998), with many BWL studies in BED and BE individuals often reporting 
minimal or no weight loss. For example, Grilo and Masheb (2005) conducted a RCT 
to test the efficacy of a BWL treatment (involving a reduction in calories as well as 
physical exercise) and a psychological treatment (CBT) for BED, at the same time 
assessing whether BWL treatment had efficacy for weight loss. They tested 90 
participants who met the DSM-IV (APA, 1994) criteria for BED, diagnosed at 
interview by trained research doctors in this area. Measures of BED and weight were 
taken pre-treatment, during treatment at one-month and two-months, and post­
treatment at three months. They found that the BWL intervention failed to produce 
significant weight loss at follow-up times, suggesting that BWL treatments that 
involve a reduction in calorie intake and an increase in physical exercise in 
individuals with BED are ineffective.
Similar observations are reported by Pagoto et al. (2007), who assessed the ability of 
a similar BWL program (involving calorie reduction and increased physical exercise) 
to predict weight loss in individuals with and without BED. Interestingly, at 16 
weeks post-treatment, they found that individuals with BED lost only a modest 
amount of weight, which was significantly less than individuals without BED. 
Although the strengths of both studies include a good sample size («= 90 and «=131 
respectively), and the use of structured interview to diagnose BED, the follow-up
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times were short. On reviewing the literature, it appears that studies using similar 
BWL methods in BED patients with longer follow-up times also report unsubstantive 
weight losses (e.g. Goodrich et al., 1998; Grilo, Masheb, Wilson, Gueotguieva, & 
White, 2011).
Grilo et al. (2011) conducted a RCT to test the efficacy of a BWL treatment 
(reduction in calories consumed and increased physical exercise), a psychological 
treatment (CBT) and a mixed treatment of CBT followed by BWL to treat BED, at 
the same time assessing whether the BWL treatment had efficacy for weight loss. 
They tested 125 participants who met the DSM-IV (APA, 1994) criteria for BED, 
diagnosed at interview by trained research doctors in this area. Measures of BED and 
weight were taken pre-treatment, post-treatment, and at six and 12 months post­
treatment. Individuals who received the BWL treatment showed significantly greater 
weight loss than individuals receiving CBT at post-treatment and at six months, but 
no difference was seen at 12 months.
Post-treatment remission rates of BED were around 50% for all interventions which 
did not differ between treatments at post-treatment, but at six and 12 months post­
treatment CBT achieved better results. Interestingly, patients who achieved remission 
fi*om BED post-treatment and at six and 12 months achieved a greater weight loss 
than those who did not achieve remission. The authors conclude that although weight 
lost was significant, it was modest in comparison to weight losses observed in obese 
individuals without BED receiving BWL (e.g. Foster et al., 2003). The findings 
suggest that BWL interventions in individuals suffering from BED only produce a 
modest amount of weight loss when measured at longer follow-up, and highlights the 
importance of abstaining from BE for successful weight loss. The finding that 
individuals who achieved BED remission post-treatment showed a greater weight 
loss than those that didn’t achieve remission, may suggest whether or not an 
individual changes their eating behaviour in response to treatment is associated with 
weight loss outcome and requires further investigation.
Although treatments have been shown to reduce BED in the obese population (e.g. 
Grilo et al, 2011), they are mostly largely ineffective at producing substantial weight 
losses. This poses the question, why, if individuals are no longer BE do they not lose 
weight? One suggestion, based on their recent study has been offered by Blomquist
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et al. (2011) who suggest that treatment of BED simply stabilises patients and 
prevents further weight gain. They based their conclusions on the results of a study 
that involved assessing weight changes in 78 obese patients diagnosed with DSM-IV 
(APA, 1994) criteria BED during the year before seeking treatment. Patients seeking 
treatment for weight loss completed measures of weight changes and eating 
behaviours for the previous year. They reported gaining a substantial amount of 
weight in the year before seeking treatment which was significantly associated with 
higher frequency of BE during the previous six months. They concluded that BE 
treatments achieving remission are important for reducing future weight gains rather 
than weight loss. Although these results provide a possible explanation for the low 
weight losses reported in studies assessing BED and weight loss in obese patients, 
they must be regarded with caution, as the use of self-report measures that are 
retrospective over a period of a year has problems such as under or overestimating 
weight gain and eating behaviours, especially if individuals seeking treatment were 
trying to obtain weight loss treatment, they might have been more prone to over 
exaggeration.
To conclude this section, it would appear that in individuals undergoing BWL 
interventions, the presence of BE behaviour predicts a poor weight loss outcome, 
although some studies suggest that significant weight loss can be achieved, albeit less 
than when BE behaviour is not present. In order to achieve a successful weight loss 
outcome it seems likely that individuals need to reduce their levels of BE behaviour, 
although more studies are need to confirm this. Research investigating the role of BE 
in weight loss in SWL patients has produced mixed results, and whether pre or post­
operative BE status is more important for prediction of a successful outcome is 
debated. Methodological differences between the studies such as sample size, design, 
aims and the use of a variety of measures to assess BE/BED make it difficult to 
compare findings. Evidence however, generally suggests a decrease in BE following 
SWL procedures, which is unsurprising given the physiological changes that result 
from surgical techniques.
1.7.2.2 Emotional eating
An alternative form of maladaptive eating is Emotional Eating (EE): eating in 
response to negative emotion. It has been reported that episodes of BE are often
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triggered by negative emotions and that increased negative emotions leads to 
increased episodes of BE (Deaver, Miltenberger, Smyth, Meidinger, & Crosby, 2003; 
Polivy & Herman, 1993). It is common in highly obese individuals and is often 
carried out in secret, usually at home (Canetti, Bachar, & Berry, 2002). Whether it is 
an automatic reaction to unrecognised negative feelings or a conscious behaviour in 
response to emotional distress is debated in the literature.
Studies that have examined the role of EE and BE behaviour have shown that BE 
behaviours are often preceded by emotional distress reporting that individuals 
diagnosed with BE behaviours reported that at least 50% of their binges are affect 
driven rather than due to hunger (e.g. Greeno, Wing, & Shiftman, 2000; Wilson, 
Fairbum, & Agras, 1997). This suggests that for some obese individuals eating may 
constitute a refuge from external and internal pressures, and act as a means of 
regulating emotions. This was reported by Chua, Touyz, and Hill (2004) who carried 
out an experimental study investigating the effects of inducing negative mood in a 
sample of obese binge eaters. They found that individuals who received the negative 
mood induction consumed significantly more food than those who did not receive the 
negative mood induction. When interviewed, participants identified mood as a 
trigger to their BE and the most common pre-binge moods were loneliness, 
depression, and sadness.
Other negative emotional states have been shown to be associated with overeating 
and BE behaviours, the main triggers identified as being anxiety, depression, anger, 
boredom, loneliness, and sadness, with positive emotional states being the least 
reported triggers. For example, Masheb and Grilo (2006) examined emotional 
overeating in a sample of obese individuals with BED and found that emotional 
overeating was positively related to frequency of BE episodes, anxiety being the 
most commonly reported trigger for a BE episode and happiness being the least 
frequently reported trigger. A study by Fassino, Leombruni, Piero, Abbate, and 
Rovera (2003) investigated the effect of emotions on BE episodes in a sample of 
obese individuals diagnosed with BED and found that anger and boredom were 
significant triggers of BE episodes. This section will now explore EE in the context 
of SWL and BWL interventions.
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Emotional eating and surgical weight loss outcome
Although the tendency to eat in response to emotional distress has been consistently 
shown to be associated with obesity, similar to findings on the role of BE behaviours 
in patients undergoing weight loss surgery, the role of EE in weight loss in this 
population is unclear. One thing that has been consistently shown is its link with BE 
behaviour, and its prevalence in the bariatric surgery population, with studies 
reporting approximately 40% of patients presenting for bariatric surgery as suffering 
(e.g. Guerdjikova, McElroy, Kotwal, & Keck, 2007). However, the effect of EE 
behaviours on weight loss outcome following surgery is unclear due to conflicting 
findings, with most studies to date having only measured EE behaviours pre- 
operatively, even then reporting mixed results.
Fischer et al. (2007) carried out a study to examine the role of EE for weight loss in a 
morbidly obese sample undergoing SWL. Their sample included 144 patients who 
underwent GBP. Participants completed pre-operative measures of EE behaviours 
using the Emotional Eating Scale (EES; Amow, Kenardy, & Agras, 1995), which is 
designed to assess the tendency of individuals to eat in response to emotional stimuli. 
They found that pre-operative EE scores were unrelated to post-operative weight loss 
(average follow-up time of eight months).
In order to examine differences in weight lost in individuals high and low on EE 
behaviours, the authors created two groups, by selecting individuals fi*om the top and 
bottom quartiles on total scores on the EES. They found no association between EE 
and weight or EE and weight loss, with no reported difference between the groups. 
The study had a good sample size and employed reliable measures of EE behaviour, 
thus their results suggest that pre-operative EE does not affect weight loss outcome 
in patients undergoing GBP, however, their employment of a short follow-up time 
limits these results to the short-term. Unfortunately, the investigators did not measure 
post-operative EE using the EES, which would have been useful to inform the effect 
of surgery on EE behaviour, as well as the effect of post-operative EE behaviour on 
weight loss outcome.
In contrast to these findings are those of Canetti, Berry, and Elizur (2009) who 
examined the effect of EE behaviour on weight loss outcome in 44 patients who
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underwent restrictive surgical procedures for weight loss. Participants completed 
measures of weight and EE behaviour pre- and one year post-operatively. Emotional 
eating was measured using a seven item scale developed by the paper’s author to 
assess eating in response to emotions, and showed good reliability in their sample. In 
contrast to the findings reported by Fischer et al. (2007), they found that pre­
operative EE predicted less weight loss at one year follow-up. However, in contrast 
to Fischer et al. (2007), their sample size was small meaning the power to detect 
associations was low. Further, the procedures under investigation in each study 
differed, with Fischer et al. (2007) using GBP and Canetti et al. (2009) adopting 
restrictive procedures.
An interesting study by Bueter et al. (2007) examined pre- and post-operative 
predictors of weight loss. They measured pre- and post-operative weight and EE 
behaviour in 85 patients undergoing LAGB. Eating behaviours were classified as 
‘sweet eating’ or ‘stress eating.’ Sweet eating was diagnosed when the patients 
continuously craved simple carbs, and carbs craving could be triggered by emotional 
and physiological situations. Stress eating was diagnosed when any food ingestion 
other than carbs could be triggered by emotional and physiological situations. They 
found that pre-operative sweet and stress eating behaviour had no predictive potential 
for weight loss. Further, and more interestingly, they found that modification of 
eating behaviour after surgery was able to predict weight loss success. Patients that 
improved their eating behaviours lost significantly more weight than those that did 
not. The findings suggest that pre-operative eating behaviour might be less important 
for outcome, and whether one changes their eating behaviour following treatment is 
an important thing to consider. This provides support for conclusions by Fischer et 
al. (2007) but is in contrast to findings of Canetti et al. (2009), even though the 
surgical procedures used by Canetti et al. (2009) and Bueter et al. (2007) were both 
restrictive. Unfortunately, the measure employed by Beuter et al. (2007) to assess 
eating in response to emotions is unvalidated, meaning their results must be 
interpreted with caution.
Similar to research on the role of BE behaviours in SWL patients, a number of 
studies have reported changes in EE behaviour following bariatric surgery 
procedures, with findings suggesting a general reduction in EE behaviour following
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surgery. Larsen et al. (2004) carried out a study to assess short and long-term eating 
behaviour after LAGB. They carried out a cross-sectional comparison of a group of 
93 pre-operative morbidly obese patients and two post-operative morbidly obese 
groups of patients («=48 and «=109) after LAGB. Post-operative groups were 
followed up short-term (mean 16 months) and long-term (more than two years). They 
reported that 55.9% of participants in the pre-operative group reported EE behaviour, 
whereas 31.9% in the short-term post-operative group reported EE, the two being 
significantly different. Further, 37.4% in the long-term group reported EE however, 
which was significantly different to the pre-operative group but not to the short -term 
follow up group. Overall, these results indicate a decrease in EE following LAGB 
surgery which remains at longer follow-up times.
Validating these findings Laurenius et al. (2012) examined the role of EE in a sample 
of 43 patients undergoing GBP. Emotional eating was measured using the Three 
Factor Eating Questionnaire (TFEQ-R21), a validated measure of eating behaviour 
designed to measure three forms of eating behaviour; cognitive restraint, 
uncontrolled eating, and EE. Measures were completed pre-operatively and post­
operatively at six weeks, one and two years. They found that EE significantly 
decreased post-operatively at six weeks which remained stable at subsequent follow 
up points. Lang, Hauser, Buddeberg, & Klaghofer (2002) found similar results in a 
sample of 66 patients who underwent LAGB. Patients completed measures of eating 
behaviours pre and post-operatively using the Eating Inventory, a standard 
instrument in research on obesity and eating disorders which measures three types of 
eating behaviour, one being disinhibition, a measure of patterns of uncontrolled EE 
and overeating. They found a significant decrease in scores on disinhibition post­
operatively at three months which remained stable at subsequent follow-ups of six, 
nine and 12 months.
Although many studies report a change in BE and EE eating behaviour following 
SWL interventions, only one to date has examined the relationship between these 
changes in eating behaviour and weight loss outcomes in surgical patients. This is a 
critical gap in the evidence base given that the primary goal of bariatric surgery 
procedures is to achieve substantial weight loss by altering eating behaviours. The 
one study that examined the effect of modification of eating behaviours on weight
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loss in bariatric patients employed an unvalidated measure to assess EE behaviour. 
To date, no studies have investigated the association between changes in BE 
behaviour and weight loss outcome following surgery. It seems plausible to suggest 
that whether people are able to change their eating behaviours as a result of surgery 
may be a better predictor of weight loss success than static eating behaviours pre- 
and/or post-operatively and examining this issue may elucidate the conflicting 
findings reported in the literature. Examining this concept seems like a natural 
progression and will extend current research in this area and is essential if strategies 
for optimising weight loss after bariatric surgery are to be developed.
Emotional eating and behavioural weight loss outcome
Emotional eating behaviours have also been shown to be highly prevalent in obese 
individuals undergoing BWL programs, and it has been reported that a common 
characteristic found in individuals who regain weight lost is eating in response to 
stressful or negative life events and negative emotions (Byrne, Cooper, & Fairbum, 
2003; Kayman, Bmvold, & Stem, 1990).
A study by Canetti et al. (2009) examined the effect of EE behaviour on weight loss 
outcome in a sample of 47 individuals who underwent a BWL program, which 
involved healthy eating changes and increased physical exercise. Participants 
completed measures of weight and EE behaviour before and one year after the BWL 
program. Emotional eating was measured using a seven-item scale developed by the 
papers author to assess eating in response to emotions, which showed good reliability 
in their sample. They found that at one year follow-up, EE was significantly 
associated with weight loss, with higher levels of baseline EE predicting poorer 
weight loss outcome at one year. However, findings of this study are limited by its 
small sample size and a short follow-up time.
However, providing support for this finding are the results of a similar study by 
Niemeier, Phelan, Fava, & Wing (2007). They employed a larger sample size 
(«=286) to examine how intemal disinhibition (eating in response to emotional and 
cognitive cues) related to weight loss outcome in a group of individuals undergoing a 
BWL intervention. The BWL intervention was a standard BWL intervention, 
delivered weekly for six months, bi-weekly for six months and then monthly for six
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months. Intemal disinhibition was measured using the El at baseline, 6, 12 and 18 
months. They found that higher levels of baseline intemal disinhibition predicted 
weight loss at 6 and 18 months; higher levels of intemal disinhibition at baseline 
predicted less weight loss. Although unable to predict weight loss at 12 months, due 
to the strengths of this study (sample size and prospective nature of the analyses) 
these results suggest that it is the experience of eating in response to emotions or 
thoughts that is associated with poorer outcome. However, due to the sample being 
all female, the results cannot be generalised to the overweight and obese treatment 
seeking population.
In contrast, other studies have found a positive association between baseline EE and 
weight loss. Bryan & Tiggerman (2001) examined the effect of a weight reduction 
diet on cognition and psychological wellbeing in a sample of 42 overweight women 
where half undertook a 12 week prescribed 15% fat weight reduction diet and half 
maintained their usual diet and exercise habits for 12 weeks. Participants completed 
psychological measures and were assessed in interview before commencement of the 
diet and afterwards (12 weeks). Eating behaviours were assessed using the DEBQ, 
which includes a subscale that measures EE. During the 12 week intervention, 
participants visited the investigators every two weeks to be weighed and to meet with 
the dietician. Analyses revealed an association between baseline EE and weight loss, 
revealing that individuals with higher baseline EE scores achieved greater weight 
loss.
The investigators also measured changes in EE scores from baseline to 12 weeks, 
reporting a significant decrease in EE from Time I to Time 2 in the intervention 
group. This suggests that the BWL intervention was successfiil at decreasing EE 
behaviours, and it seems plausible to suggest that the positive association between 
baseline EE and weight loss can be explained in terms of pathology, in that if there is 
no pathology, i.e. no EE behaviour present, then there is nothing to improve. So 
individuals with greater levels of EE have something they can decrease as opposed to 
individuals with no or very low levels of EE. However, the study was limited by its 
small sample size.
In contrast, other studies have found no association between EE and weight loss. 
Teixeira et al. (2004) examined baseline behavioural and psychosocial differences
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between successful and unsuccessful participants in a BWL program which involved 
16 weeks of group based behaviour therapy aimed to improve diet and physical 
activity. A sample of 158 overweight and obese women completed eating behaviour 
measures using the El to assess EE at baseline and at one year follow-up. They found 
that baseline intemal disinhibition was unrelated to weight loss. However attrition at 
16 months was high (29.7%) and the follow-up time was very short, possibly 
affecting the ability to detect associations.
In support of the finding by Bryan and Tiggerman (2001) and highlighting the 
importance of a change in EE, specifically a decrease, for the prediction of weight 
loss outcome, is a study by Teixeira et al. (2010) who examined predictors of weight 
loss and weight loss maintenance in a sample of overweight and obese women 
(«=225). They conducted a RCT of a 12 month BWL program, where participants 
were randomly assigned to a control or an intervention designed to promote 
autonomous self-regulation of body weight. The intervention involved increasing 
physical activity, adopting a healthier diet, establishing exercise and eating patterns, 
as well as targeting cognitive and behavioural aspects one of which included 
discussing EE, its detection and prevention. Eating behaviours were measured before 
and after the intervention (12 and 24 months) and EE was measured using the TFEQ 
and the DEBQ. They reported that a change in EE was able to predict weight loss 
immediately after the intervention (12 months), specifically a reduction in EE was 
associated with greater weight loss. Due to the study’s methodological strengths, 
these findings highlight the role of reducing EE for short-term success. However, 
similar to other studies reported, the sample was all female, limiting the 
generalisability.
Providing support for these findings using male and female participants, is a study 
conducted by Keranen, Strengell, Savolainen, and Laitinen (2011) who investigated 
the effects of intensive counselling on eating behaviour and weight loss and 
maintenance. A sample of 82 overweight and obese individuals was randomized to 
either intensive counselling (20 weekly sessions covering dietary advice and problem 
solving re their dietary behaviour) or short-term counselling (two sessions covering 
dietary advice). The TFEQ was used to assess EE at baseline, 3, 6, 12 and 18 months. 
They found that EE decreased during the first three months in both groups which was
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sustained at subsequent follow-ups. Further, success in weight loss and maintenance 
was associated with improvements of EE. However, a major limitation of this study 
is its measure of weight loss; a reduction of weight in kilogrammes. In their sample 
BMI ranged from between 28-52 meaning the amount and speed of weight loss 
might have been far greater for heavier individuals and that they did not control for 
baseline weight in their analyses. It is recommended that weight loss be reported in 
BMI reduction or %EWL in order to control for this issue, thus results must be 
interpreted with caution.
Finally, Butryn, Thomas, & Lowe (2009) investigated if changes in intemal 
disinhibition that occurred in the initial phase of the BWL program were predictive 
of subsequent weight loss. Their sample included 238 participants who for a period 
of four months, received weekly 15 minute telephone calls from a clinician, covering 
behavioural weight control skills and encouraging them to follow a low calorie diet 
and use two liquid meal replacement products each day. For 4 tol2 months, 20 
telephone calls were made emphasising continuation of the program. Assessments 
were completed at baseline, at the end of the treatment phase (four months) and at 
the end of the maintenance phase (12 months). Weight was measured by the 
researcher and the El was used to assess disinhibition. They found that a change in 
intemal disinhibition during months one to three, significantly predicted change in 
weight during months 4 to 12, in that decreases in disinhibition were associated with 
decreases in weight. Thus, those that experience a bigger decrease in disinhibition in 
the initial phase had the biggest success at maintaining their weight loss. It must be 
noted that at one year follow-up, attrition was high (66%) limiting their findings, and 
those that dropped out may have not been able to cope with a change in disinhibition.
To conclude this section, similar to research investigating EE in SWL patients, 
conflicting results have been reported on the role EE plays in weight loss in 
individuals undergoing BWL interventions. What seems to be consistently reported 
in the literature is the finding that individuals who decrease their EE have better 
success with weight loss, highlighting the importance of behaviour change for 
achieving successful weight loss. Although this has been demonstrated in individuals 
undergoing BWL interventions, research investigating the effect of changes in eating
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behaviours in individuals undergoing SWL interventions is limited and it seems 
pertinent to investigate this further if outcomes are to be improved.
1.8 Research aims
Based on the inconsistencies and gaps highlighted by this review of the literature, the 
aim of this research was to investigate the prediction of eating behaviours, both 
adaptive and maladaptive, using the HAPA model as a framework, and to investigate 
the role of these eating behaviours in predicting weight loss in individuals 
undergoing SWL and BWL interventions.
The research aimed to investigate:
1. Differences between individuals undergoing SWL or BWL interventions on 
components from the HAPA model as well as the impact of these 
interventions on these components.
2. The role of components of the HAPA model in predicting eating behaviours 
(adaptive and maladaptive) in individuals undergoing BWL and SWL 
interventions.
3. The role of eating behaviours (adaptive and maladaptive) in predicting weight 
loss in individuals undergoing BWL and SWL interventions.
4. The long-term experience of individuals who have undergone surgery for 
weight loss with a particular focus on eating behaviour.
5. The role of the HAPA with a focus on a planning intervention in predicting 
weight loss after surgery.
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STUDY 1 
Part 1
A Comparison of Individuals Undergoing Surgical and 
Behavioural Weight Loss Interventions on Social-cognitions 
and the Impact of Treatment on These Cognitions
2.1 Chapter Overview
The previous chapter reviewed research investigating weight loss behaviours and 
weight loss for both behavioural weight loss (BWL) and surgical weight loss (SWL) 
interventions separately. This chapter presents a quantitative study of the differences 
in social cognitions between individuals undergoing SWL and BWL interventions. 
Furthermore, it investigates the impact of each intervention on these cognitions 
during treatment. Section 2.2 introduces the study and the aims while section 2.3 
describes the study design in detail. The results are presented in section 2.4 which are 
then discussed in section 2.5. Implications for research and practice are also 
presented in this section. The conclusion in section 2.6 summarises the findings and 
considers their contribution to the theory and understanding of the social-cognitive 
mechanisms involved with these different weight loss interventions.
2.2 Introduction
The World Health Organisation (WHO, 2003) acknowledges that obesity is a world­
wide problem and is associated with many diseases. It is estimated that nearly 44% 
of overweight or obese individuals are actively trying to lose weight (Serdula et al., 
1999) using a variety of techniques, the two most common approaches being BWL 
and SWL interventions.
Although both methods of weight loss have been shown to achieve successful weight 
loss in overweight and obese individuals in the short-term (Davidson et al., 1999; 
Wing & Hill, 2001), with SWL techniques achieving greater weight losses
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(Douketis, Made, Thabane, & Williamson, 2005), many studies report their inability 
to produce weight loss in the long-term (Walsch & Flynn, 1995; Wilson, 1995).
Thus, in an attempt to identify factors that enhance weight loss outcomes researchers 
have applied health behaviour theories and models such as the Theory of Reasoned 
Action (TEA; Ajzen & Fishbein, 1980; Fishbein & Ajzen, 1975), the Health Belief 
Model (HBM; Hochbaum, 1958; Rosenstock, 1966), the Theory of planned 
behaviour (TPB; Ajzen & Madden, 1986), and the Health Action Process Approach 
model (HAPA; Schwarzer, 1992; 2008) to predicting outcomes. Research suggests 
that the HAPA model is particularly useful at predicting healthy eating behaviours 
(see section 2.2.2 below) and is thought to be the most superior of the models 
because it operationalizes social-cognitive variables and includes volitional variables 
allowing for a better prediction of behaviour.
2.2.1 The HAPA model: A brief overview
The HAPA model is a stage model of behaviour change and extends previous health 
behaviour models, such as the TRA and the TPB into a process model that also 
includes post-intentional factors. Stage theories suggest that people at different stages 
of the behavioural change process will behave in qualitatively different ways, and the 
kinds of interventions and information needed to move individuals closer to action 
will vary from one stage to another (Sutton, 2000). Thus, the main principle of stage 
theories is to understand the mechanisms of qualitative behaviour change. The 
HAPA model is based on Social-Cognitive Theory (SCT; Bandura, 1986) and 
Volition Theory (Heckhausen, 1991) and combines factors from these theories and 
includes additional variables. It suggests that the adoption, initiation, and 
maintenance of health behaviours must be explicitly conceived as a process that 
consists of two distinct phases: a motivational phase and a volitional phase.
2.2.1.1 Motivational phase
In the motivational phase individuals form an intention to act. They will either adopt 
a precaution measure (e.g. carry out regular breast self-examination) or change risk 
behaviours in favour of healthy alternatives (e.g. adopt a healthy diet). During this 
phase three factors are thought to play a role in the formation of an intention: risk 
perception, outcome expectancies, and self-efficacy.
68
Risk perception
Risk-perception is thought to set the stage for a contemplation process and further 
elaboration of thoughts about competencies and consequences (Schwarzer, 1992). 
Schwarzer (2008) suggested that if expectancies about the outcome of adopting a 
behaviour already exist, then the direct link between risk perception and intention 
may dissipate and once a decision has been made to adopt the health behaviour (or 
not), the role of risk perception does not extend beyond this. In the field of weight 
management, a greater perception of weight-related health risks has been found to be 
associated with being at an advanced stage of readiness to lose weight (Wee, Davis, 
& Phillips, 2005).
Outcome expectancies
Outcome expectancies involve individuals calculating the positive and negative 
consequences of adopting certain health behaviours. Similar to risk perceptions, 
outcome expectancies are thought to lose their predictive power after a personal 
decision to act (or not) has been made. Schwarzer (2008) suggested that outcome 
expectancies act as a precursor to self-efficacy (described below) because individuals 
will assess the possible outcomes of performing a behaviour before they will assess 
their capability of performing the behaviour.
Motivational self-efficacy
Schwarzer (2008) suggested that motivational self-efficacy is important when a 
motivation to perform a behaviour is being formed. Individuals high in motivational 
self-efficacy imagine success scenarios and anticipate a diverse set of strategies in 
order to achieve desired outcomes (Bagozzi & Edwards, 1998). In contrast, 
individuals low in motivational self-efficacy imagine failure scenarios, harbour self­
doubts, and will procrastinate. Motivational self-efficacy is thought to be the most 
influential factor in the motivational phase of the model and the strongest predictor 
of behavioural intentions (Schwarzer, 2008).
2.2.1.2 Volitional phase
After an individual has developed an intention to adopt a particular health behaviour, 
the individual will move into the next phase of the model: the volitional phase, the
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focus being on cognitions that instigate and control the behaviour in various 
situations. Planning and volitional self-efficacy (coping and recovery self-efficacy) 
are thought to play major roles in this phase.
Volitional self-efficacy
Coping self-efficacy describes an individual’s beliefs about his or her capability to 
deal with any barriers that may arise during the maintenance period. Schwarzer and 
Renner (2000) suggest that when encountering barriers to performing health 
behaviours, individuals high in coping self-efficacy will respond confidently, with 
better strategies and more effort and persistence. Those low in coping self-efficacy 
however, will respond in the opposite way to this leading to a slower recovery or 
even abandonment of their goals.
Recovery self-efficacy addresses the experiences of failure and recovery from set­
backs. For example, if an individual has a relapse in carrying out a health behaviour, 
he or she may fall prey to the “abstinence violation effect” and attribute the lapse to 
intemal, stable, and global causes, dramatise the event, and consider it to be a full­
blown relapse (Marlatt, Baer, & Quigley, 1995). In contrast, individuals with high 
levels of recovery self-efficacy, will avoid this by attributing the lapse to an external 
situation, control the damage and restore hope.
Planning
In order for behaviours to be successfully carried out, action and coping planning are 
needed to transform the behavioural intention into detailed instmctions on when, 
where, and how to perform the desired behaviour, as well as how to avoid failure. 
Numerous plans may be developed with the aim of achieving a global intention i.e. 
weight loss.
2.2.2 Application of the HAPA model
Research shows that components fi*om the HAPA model are associated with healthy 
eating behaviours. Motivational components have been shown to reliably predict 
intentions to follow a healthy diet (e.g. Renner & Schwarzer, 2005; Renner, Spivak, 
Kwon, & Schwarzer, 2007; Schwarzer & Luszczynska, 2008) and volitional 
components have been associated with healthy eating behaviours (e.g. Hagler et al..
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2007; Nelson, McFarland, & Relber, 2007; Renner et al., 2007; Renner & Schwarzer, 
2005; Schwarzer & Luszczynska, 2008). Further, interventions designed to increase 
levels of volitional components have successfully managed to increase healthy eating 
behaviours (e.g. Luszczynska, Abraham, & Sobczyk, 2007; Luszcznska, Scholz, & 
Sutton, 2007; Luszczynska, Tryburcy, & Schwarzer, 2006). Specific to overweight 
and obese individuals undergoing BWL management, Schwarzer & Luszczynska 
(2008) reported associations between risk perception, outcome expectancies, and 
intention to adhere to a low fat diet as well as associations between recovery self- 
efficacy and planning and consuming lower levels of high fat food.
2.2.3 Gap in literature
Although studies highlight the associations between components of the HAPA and 
healthy eating, they tell us little about how these variables are affected over the 
course of time. Stage theories suggest that people at different stages of the 
behavioural change process will behave in qualitatively different ways, and the kinds 
of interventions and information needed to move individuals closer to action will 
vary from one stage to another (Sutton, 2000). It seems plausible to suggest that as 
individuals progress with their weight management, levels of these components may 
vary explaining the disparity in behaviour often seen between individuals attempting 
weight loss. Further, different weight loss interventions, particularly behavioural and 
surgical interventions, require the performance of different behaviours in order to 
achieve success. Thus it seems likely the result will be a varying degree in weight 
related cognitions between the interventions and might suggest that the importance of 
components of the HAPA model might vary across populations.
2.2.4 Aims
This study was specifically undertaken to investigate social-cognitive differences 
between individuals opting for BWL and SWL interventions, using the HAPA model 
as a framework. The study aimed to investigate the impact of these interventions on 
the social-cognitive components from the model, over a six month treatment period. 
The overall aim was to increase understanding of the social-cognitive mechanisms 
involved in weight loss according to intervention and to inform the development of 
effective interventions aiming to achieve successful weight loss.
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2.3 Method
2.3.1 Participants
A sample of N =  99 weight loss participants was recruited on a voluntary basis. In 
the surgical intervention forty nine out of 55 participants approached (13 male, 36 
female) agreed to take part. They were recruited from several private hospitals in 
Kent where they were scheduled to undergo SWL, namely laparoscopic adjustable 
gastric banding (LAGB). The remaining six declined to take part. Mean age was 
41.35 years (SD = 10.4; range = 21-61). In the behavioural intervention, 50 
participants (8 male, 42 female) were recruited from a BWL program in Kent which 
involved adopting a very low calorie diet. This involved participants consuming 
three sachet meals per day (provided by the program) which totalled between 500- 
700 calories. In addition, participants attended weekly one hour sessions of cognitive 
behavioural therapy delivered by the treatment manager. The BWL program ran for a 
period of twelve weeks with the option of being able to continue if necessary. Mean 
age was 41.4 years (SD = 10.6; range = 26-60). Treatment of participants was in 
accordance with the ethical standards of the American Psychological Association 
(APA, 2001).
2.3.2 Design
A longitudinal study was conducted over a six month period. The participants had 
given signed informed consent before participating. The first measurement (Time 1) 
was taken two weeks prior to surgery for individuals undergoing SWL and two 
weeks prior to starting the program for individuals attempting BWL. The second 
questionnaire (Time 2) was sent to participants at their home address, three months 
after completion of Time 1 measures, with a stamped addressed envelope. The third 
questionnaire (Time 3) was sent to participants at their home address six months after 
completion of Time 1 measures, with a stamped addressed envelope.
2.3.3 Measures
Demographic characteristics were measured at Time 1. Weight, risk perception, 
outcome expectancies, motivational self-efficacy, intentions, coping and recovery
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self-efficacy and diet planning were measured at all three time points (See 
Appendices A and B).
2.3.3.1 Demographic characteristics
Participants completed measures of their age, height, weight, gender, education, 
ethnicity, income and marital status.
2.3.3.2 Height and weight
The researcher measured participants’ height and weight. Height was measured 
using a wall-mounted ruler. Weight was measured in light clothing and without shoes 
on a digital scale. Participants measured and reported their own weight at T2 and T3. 
These scores were used to calculate the participants’ BMI scores.
2.3.3.3 Outcome expectancies
Outcome expectancies for nutrition were measured using 12 items taken from Renner 
and Schwarzer (2003). Participants were asked, “What do you think, how could 
changes in your nutritional habits such as eating low-fat foods, affect your life?” 
After this header, responses were elicited to specific situations such as: “If I eat 
healthy foods then I will feel physically more attractive” and “If I eat healthy foods 
then I will get rid of weight problems.” Responses were made using five-point 
Likert scales ranging fi*om (1) strongly disagree to (5) strongly agree. Based on the 
reliability scores indicating that reversed items showed a low or negative corrected 
item-total correlation, the scale was divided into positive and negative outcome 
expectancies. A total score for positive outcome expectancy was the mean of the 
items. A total score for negative outcome expectancy was the mean of the items. A 
higher score indicates higher expectancies.
2.3.3.4. Risk-perception
Risk-perception specifies quality and quantity of an individual’s perceived 
susceptibility to a health threat. It is usually organised along the dimensions of 
vulnerability and severity. Vulnerability addresses the perceived probability of being 
affected by a health threat such as developing hypertension. Vulnerability should be 
assessed both as an absolute (i.e. the subjective probability of being affected) and as
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a relative construct (i.e. the subjective probability of being affected compared to 
people of the same age and gender) as suggested by Weinstein (1987). Measures for 
risk-perception were taken from Renner and Schwarzer (2003). Risk-perceptions 
were obtained for each of the following five obesity related diseases: elevated 
cholesterol, heart attack, hypertension, stroke, and heart disease.
In order to measure absolute vulnerability, participants were asked to estimate the 
likelihood of experiencing each particular problem, for example “How likely is it that 
one day yoM will have a heart attack?” In order to assess relative vulnerability, 
participants were asked to compare their risk of getting the five cardiovascular 
diseases with an average person of one’s own age and gender, for example “If I 
compare myself to an average person of my sex and age, then my risk of getting a 
heart attack is...” Responses were made using five-point Likert scales ranging from 
(1) very low to (5) very high.
Severity was measured using five items taken from Renner and Schwarzer (2003). 
Participants were asked “How severe would the following health-related problems be 
if they were not attended to or if they remained undiscovered?” (a) high cholesterol 
level, (b) heart attack, (c) high blood pressure, (d) stroke, and (e) cardiovascular 
disease. Responses were made using five-point Likert scales ranging from (1) not 
severe at all to (5) very severe.
A score for risk-perception was computed by calculating the mean of all the answers 
for all items of the three scales: absolute vulnerability, relative vulnerability, and 
severity. A higher score indicates greater risk-perception.
2.3.3.S Motivational self-efficacy
Motivational self-efficacy in the SWL intervention was measured using the 
following item, adapted from Renner and Schwarzer (2003), “Certain barriers make 
it hard to change health behaviours. How sure are you that you can begin to follow 
the post-operative guidelines?” For the BWL intervention, the following item was 
used “Certain barriers make it hard to change health behaviours. How sure are you 
that you can begin to follow the program guidelines?” After this header the following 
statement was provided “I am quite sure that I can follow the guidelines for the 
following number of days per week.” Responses were elicited by asking participants
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to tick the appropriate number of days (1-7 days). The response was adapted from 
those used by Renner and Schwarzer (2003) to suit the participants being studied.
2.3.3.6 Coping self-efficacy
Coping self-efficacy was measured using an 11 item measure, taken from Renner and 
Schwarzer (2003), designed to measure exercise coping self-efficacy but adapted for 
the current study. For the SWL intervention, the wording was changed to assess 
coping self-efficacy relating to following post-operative guidelines and for the BWL 
intervention, the wording was changed to assess coping self-efficacy relating to 
following the program guidelines. Participants were asked, “It is important to always 
continue to follow the post-operative/program guidelines. How sure are you that you 
can continue to follow the post-operative/program guidelines?” After this header, 
responses were elicited to questions such as “I am quite sure that I can continue to 
follow the post-operative/program guidelines even if...” Original response items 
were used. Responses were made using five-point Likert scales ranging from (1) 
strongly disagree to (5) strongly agree. The total score was the mean of the items. A 
higher score indicated higher levels of coping self-efficacy.
2.3.3.7 Recovery self-efficacy
Recovery self-efficacy was measured using three items, taken from Renner and 
Schwarzer (2003), designed to measure exercise recovery self-efficacy. For the SWL 
intervention, the wording was changed to assess recovery self-efficacy relating to 
following post-operative eating guidelines and for the BWL intervention, the 
wording was changed to assess recovery self-efficacy relating to following the 
program eating guidelines. Participants were asked “In spite of good intentions you 
might relapse. Imagine you stopped following the post-operative/program guidelines 
for a long period. How confident are you that you can start to follow them again 
after that long pause?” After this, header responses were elicited to statements such 
as “I am quite sure that I can reengage in following the post-operative/program 
guidelines after a long pause even if...” Original response items were used.
Responses were made using five-point Likert scales ranging from (1) strongly 
disagree to (5) strongly agree. The total score was the mean of the items. A higher 
score indicates higher levels of recovery self-efficacy.
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2.3.3.S Planning
For the assessment of diet planning, items were taken from the implementation and 
coping planning scales by Renner and Schwarzer (2003). The header was changed 
from “A lot of people try to change their nutrition habits and eat less salt and less 
fatty or greasy food. How about you?” to “A lot of people try to change their 
nutritional habits, how about you?” After this header, responses were elicited to the 
statement “I already have concrete plans...” Original response items were used and 
responses were made using five-point Likert scales ranging from (1) strongly 
disagree to (5) strongly agree. A total score for planning was the mean of the items. 
A higher score indicates higher planning.
2.3.3.9 Intentions
Behavioural intentions were assessed using one item of similar wording to that used 
by Renner and Luszczynska (2008), but adapted to suit the current study. Participants 
were asked to respond to the following statement, “I intend to follow the set 
guidelines post-operatively or I intend to follow the set program guidelines” 
Responses were made using five-point Likert scales ranging from (1) strongly 
disagree to (5) strongly agree.
2.3.4 Procedure
Prior to conducting the study, ethical approval was obtained from the ethics 
committee at the University of Kent, from the head office of the private hospitals and 
from the head office of the BWL program.
2.3.4.1 Time 1
Surgical weight loss intervention: At consultation with the surgeon, participants 
were given an information sheet containing details of the study (Appendix C). Two 
weeks later, at surgical pre-assessment, participants were asked by the researcher if 
they were happy to participate in the study. If so, participants signed two consent 
forms (one for their own records, the other for the researcher’s records; Appendix 
D).They were also asked to provide the researcher with details of their home address 
for completion of follow up questionnaires (Appendix E).
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Behavioural weight loss intervention: At the pre-program consultation with the 
program manager, participants were given an information sheet containing details of 
the study (Appendix C). When starting the program two weeks after consultation, 
participants were asked by the researcher if they were happy to participate in the 
study. If so, participants signed two consent forms (one for their own records, the 
other for the researcher’s records; Appendix D) and were asked to provide the 
researcher with details of their home address for completion of follow up 
questionnaires (Appendix E).
2.3.4.2 Time 2
Three months after completion of the Time 1 questionnaire, participants were sent 
the Time 2 questionnaire (to their home address) and asked to complete the 
questionnaire and return it in the stamped, addressed envelope provided.
2.3.4.3 Time 3
Six months after completing the Time 1 questionnaire, participants were sent the 
final (Time 3) questionnaire (to their home address) and asked to complete the 
questionnaire and return it in the stamped, addressed envelope provided. On 
completion of the study, participants were debriefed (Appendix F) and thanked for 
their voluntary participation.
2.3.5. Analytic Strategy
Variables were checked for normality and descriptive statistics for each intervention 
were computed. In order to compare baseline differences and evaluate the effect of 
the intervention across time, /-tests were performed followed by 3 x 2 (time by 
intervention) mixed ANOVAs. Independent variables included time (baseline, three 
and six months) and intervention (surgical or behavioural). Post hoc analyses 
comprised of /-tests with Bonferoni correction.
2.4 Results
2.4.1 Attrition
In the SWL intervention a total of 43 participants (88%) completed 3 month post­
operative measures and a total of 33 participants (67%) completed 6 month post­
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operative measures. In the BWL intervention a total of 40 participants (80%) 
completed 3 month post-operative measures and a total of 31 participants (62%) 
completed 6 month post-operative measures. Attrition analyses indicated that in the 
SWL intervention participants who dropped out of the study did not differ from 
completers at each time point (see Table 2.1). In the BWL intervention, participants 
who dropped out of the study differed from completers at Time 2 on gender (see 
Table 2.2).
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2.4.2 Demographic characteristics
Demographic characteristics of the participants can be found in Table 2.3. Although 
participants were comparable by age, gender and ethnicity, mean BMI was greater in 
the SWL intervention and mean income for the BWL group was just under double 
that of the SWL group.
Table 2.3: Demographic characteristics of subjects by intervention
SWL 
(« = 49)
BWL
(« = 50)
Age (y) 41.35 ± 10.41 41.42 ± 10.62
BMI 43.10+8.53 32.89+5.68
Gender %(«)
Female 73.5(36) 84(42)
Male 26.5(13) 16(8)
Ethnic origin %(«)
Indian 2(1) 4(2)
Black Caribbean 0 2(1)
Black -  other 4TC0 0
Mixed race 4+C% 0
White - UK or Irish 73.5(36) 68(34)
White - Other European 8.2(4) 8(4)
White -  Other 8.2(4) 16(8)
Other 0 2(1)
Age left full-time education 17.19 + 2.78" 18.30 ±3.85
Level of Education (%)(«)
GCSE, CSE or equivalent 63.3(31) 39.1(18)'’
A Level 8.2(4) 13(6)'’
Vocat qualification (e.g. NVQ) 12.2(6) 23.9(11)"
Degree (BA, BSc) 8.2(4) 13(6)'’
Postgraduate degree (MSc, Ph.D.) 0 6.5(3)'’
Other K2fO 4.3(2)'’
Household income (£) 37907.22+25888.33" 65435.90±77798.51‘*
Marital status %(«)
Single 26.1(12)'’ 16(8)
Married 50(23)'’ 60(30)
Divorced or separated 13(6)'’ 6(3)
Living with partner 10.9(5)'’ 18(9)
Note: BMI = body mass index. Age, BMI, age left full-time education, and
household income expressed as means and standard deviation.
_'» = 47, "n = 46, = 32, ‘‘« = 39.
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2.4.3 Reliability Analysis
Table 2.4 shows the coefficients of reliability (Cronbach’s alpha) of each scale across 
the three time points of data collection. All scales showed acceptable reliability with 
alphas above .60 (Nunnally & Bernstein, 1994).
Table 2.4: Reliability coefficients for measures according to 
intervention
SWL Intervention BWL Intervention
Measure TI T2 T3 Tl T2 T3
(«=49) («=43) («=33) («=50) («=40) («=31)
Positive OE 0.73 0.69 0.78 0.70 0.83 0.84
Negative OE 0.89 0.84 0.67 0.73 0.80 0.71
Risk perception 0.95 0.89 0.91 0.90 0.85 0.86
Coping self-efficacy 0.93 0.94 0.92 0.87 0.93 0.88
Recovery self-efficacy 0.86 0.84 0.91 0.86 0.95 0.93
Planning 0.97 0.94 0.95 0.96 0.90 0.90
Note. OE = Outcome expectancy
2.4.4 Social-cognitive differences between individuals undergoing SWL and 
BWL interventions
The results of the ANOVA can be found in Table 2.5. If sphericity was violated then 
Greenhouse-Geisser correction was applied. Results indicate a main effect of group 
on risk perception F(l,62) = 8.02, =  .006, and motivational self-efficacy F(l,62) = 
4 .68,7? -  .03. Overall, the SWL intervention showed higher mean scores for all these 
variables.
In order to investigate baseline differences between the intervention groups, /-tests 
were carried out (see Table 2.6). Results indicate that apart from planning, 
individuals in the SWL intervention showed higher mean scores than individuals 
from the BWL intervention on all variables.
2.4.5 Temporal patterns of the social-cognitive components across the three time 
points
There was a main effect of time on risk perception F(l,62) = 19.29,7? < .001, 
motivational self-efficacy F( 1,62) = 13.23, p < .001, intention F( 1,62) = 9.41,7? <. 
001 and planning F(l,62) = 21.29,7? < .001. Overall, risk perception, motivational 
self-efficacy, and intention decreased with time whereas planning increased with 
time. In order to investigate which of the significant main effects differed, post hoc
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analyses using /-tests with Bonferonni correction were carried out (see Table 2.7). 
Apart from planning which increased over time, the variables from the motivational 
phase of the HAP A significantly decreased over the first three months post-treatment 
commencement which subsequently tailed off.
Two group by time interactions were revealed for negative outcome expectancies 
F(l,62) = 5.88,7? ^  006 and recovery self-efficacy F(2, 122) = 3.21,7? = .04. For the 
SWL intervention, negative outcome expectancies decreased over time but remained 
the same in the BWL intervention. Recovery self-efficacy decreased with time in the 
SWL intervention but increased with time in the BWL intervention.
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Table 2.6: Baseline descriptive statistics and difference scores
SWL
(«=49)
BWL
(«=50)
Measure M SD M SD t(96)
Positive OE 3.90" 0.67 3.79 0.52 0.98
Negative OE 3.66" 0.96 3.01 0.65 4.22"'
Risk-perception 3.98 0.62 3.53 0.46 2.45"’
Motivational self-efficacy 6.70 0.59 5.90 1.37 2.67""
Coping self-efficacy 3.98 0.56 3.81 0.58 1.66
Recovery self-efficacy 3.90 0.71 3.54 0.90 2.33"
Intentions 4.60 0.48 4.32 0.51 2.83""
Planning 2.97 1.14 3.25 1.13 -1.03"
Note. OE -  outcome expectancies. All scores are mean scores with a possible range 
of 1-5 (“strongly disagree” -  “strongly agree”) apart from motivational self-efficacy 
which is a mean score with a possible range of 1 -  7 (“1 day” -  “7 days”).
“«=48 "#=97.
>< •05  '> < .0 1  <.001.
Table 2.7: Post-hoc /-tests to investigate temporal differences
Variable T P N
Negative OE
Time 1 -  Time 2 2.31 .02 81
Time 2 -  Time 3 1.25 .22 63
Risk perception
Time 1 -  Time 2 3.46 .001 82
Time 2 -  Time 3 3.14 .003 63
Motivation self-efficacy
Time 1 -  Time 2 5.19 .000 82
Time 2 -  Time 3 -.37 .71 63
Intention
Time 1 -  Time 2 5.44 .000 82
Time 2 -  Time 3 .44 .66 63
Planning
Time 1 -  Time 2 -4.61 .000 82
Time 2 -  Time 3 .20 .84 63
Note. OE = outcome expectancies.
2.5 Discussion
The present study aimed to examine the relative impact of BWL and SWL 
interventions on components from the HAPA model and to investigate if levels of
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these components differed between interventions. The three major findings of this 
study were:
1. Individuals receiving the SWL intervention showed significantly higher scores on 
many of the components fi*om the motivational stage of the HAPA model than 
individuals receiving the BWL intervention.
2. Both interventions showed a significant decrease in levels of many of the 
components from the motivational stage of the HAPA model in the first three months 
following intervention commencement.
3. Certain social-cognitions were affected differently according to the intervention. 
These findings will now be discussed.
2.5.1 Individuals receiving the SWL intervention showed significantly higher 
scores on components from the motivational stage of the HAPA model than 
individuals receiving the BWL intervention
Risk perception
Research indicates that an increased perception of weight-related health risks is 
associated with being at an advanced stage of readiness to lose weight (e.g. Wee et 
al., 2005). In addition, a link between levels of risk-perception and objective health 
parameters has also been reported (e.g. Renner & Schwarzer, 2005). In this light it 
seems likely that in the present study, the elevated levels of risk-perception observed 
in individuals opting for SWL is related to the significantly greater mean BMI 
observed in this group. Further, that individuals opting for SWL exhibited 
significantly higher levels of weight related risk-perception than individuals opting 
for BWL may indicate that individuals opting for SWL are at an advanced stage of 
readiness to lose weight. It seems plausible to suggest that above a certain BMI, 
individuals are further along the line with thoughts about weight loss and are more 
likely to contemplate more invasive methods of weight loss such as SWL due to 
elevated perceptions of weight related risk, although empirical studies are needed to 
confirm this.
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Motivational self-efficacy
Similar to risk perception, individuals opting for SWL also exhibited higher baseline 
scores on motivational self-efficacy indicating that individuals opting for SWL are 
more likely to imagine success scenarios and anticipate a diverse set of strategies in 
order to achieve their desired outcome. A wealth of literature exists in the field of 
SWL that highlights the salience of ‘perceptions of control’ in the weight loss 
experience (e.g. Ogden, Clementi, Aylwin, & Patel, 2005) suggesting that SWL 
patients often report expecting to be able to or actually ‘handing over control’ to their 
new stomach leading to a sense of empowerment. In this light, it seems plausible to 
suggest that in individuals opting for SWL, this expectation might lead to a greater 
sense of motivational self-efficacy relating to the performance of weight loss 
behaviours. However, further studies that measure levels of perceived control in 
these patients are needed to confirm this.
Outcome expectancies
Interestingly, individuals receiving the SWL intervention showed higher scores for 
negative outcome expectancies relating to changing their eating behaviours. Negative 
outcome expectancies are thought to represent the cons for an envisaged behaviour 
change, and are thought to be an important determinant of whether a behavioural 
intention is formed (Schwarzer, 2008). At surgical pre-assessment patients are 
informed of the extreme restrictions surgery will place on eating behaviours and it 
seems likely this results in an increase in these cognitions. As this chapter goes on to 
discuss, in the SWL intervention levels of outcome expectancies decrease with time 
suggesting that perhaps these cognitions are initially unrealistic and consequently 
alter with experience. Research exists that suggests outcome expectancies are 
associated with past experience (e.g. Katz, Fromme, & D’Amico, 2000; Goldman et. 
al., 1987) thus it seems possible that the absence of previous experience of SWL 
procedures in SWL patients resulted in the elevated levels of negative outcome 
expectancies observed in this group.
Intentions
Many health belief models suggest that the process of intention formation is 
determined by beliefs and attitudes such as risk perception, outcome expectancies
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and self-efficacy. Schwarzer (1992; 2008) suggests that greater levels of risk 
perception, outcome expectancies and self-efficacy are related to greater intentions to 
perform a health behaviour. Given the finding that individuals in the SWL 
intervention showed higher levels of these components it is unsurprising that they 
also showed greater intentions to follow the intervention guidelines than individuals 
in the BWL intervention. However, the present study simply investigated group 
differences and the relationship between these variable is tested in the following 
study.
2.5.2 Both interventions showed a significant decrease in levels of motivational 
components of the HAPA model in the first three months following intervention 
commencement
The second rnajor finding provides an insight into the mechanisms involved with 
weight loss and might aid understanding of why weight loss is often only successful 
in the short-term. As already mentioned, greater levels of risk perception, outcome 
expectancies and self-efficacy are related to greater intentions to perform a health 
behaviour (Schwarzer, 1992) which has been demonstrated in studies investigating 
healthy eating behaviour (e.g. Renner & Schwarzer, 2005; Renner et al., 2007; 
Schwarzer & Luszczynska, 2008). Thus, it seems plausible to suggest that the finding 
of the present study showing that levels of intentions decrease across time in both 
interventions might be a consequence of the observed decrease in cognitions such as 
outcome expectancies, risk perception and self-efficacy, although empirical studies 
are needed to confirm this.
The finding that levels of these components changed initially as a consequence of the 
intervention but then after three months started to level might suggest one of two 
things. Either, weight loss interventions have a greater impact on these components 
in the early stages of weight management perhaps explaining why good initial short­
term weight loss is often reported in the literature (O’Brien, McPhail, Chaston, & 
Dixon, 2006; Nanchahal et al., 2012; Walsh & Flynn, 1995). Or, these components 
are only important in the early stages of contemplation about adopting health 
behaviours and once a health behaviour has been adopted they become redundant. 
This would support the proposals of Schwarzer (1992, 2008) who suggested that
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once a behaviour has been initiated, the importance of motivational components 
diminishes and volitional variables become more salient.
2.5.3 Certain social-cognitions were affected differently according to the 
intervention
The present study highlights how levels of many of the components of the HAPA 
model differ between interventions, suggestive of a different mind-set between 
individuals entering the two interventions. Touched upon earlier on in this chapter, it 
was highlighted how in individuals opting for SWL outcome expectancies relating to 
eating behaviours decreased in the first three months following intervention 
commencement but remained the same in the BWL group. Individuals opting for 
BWL interventions often report previous attempts to alter their eating behaviours 
(e.g. Klem, Wing, McGuire, Seagle, & Hill, 1997) making their expectations 
regarding the outcome of dietary change quite realistic. However, although 
individuals opting for the SWL intervention had attempted and failed BWL 
interventions in the past (a necessary criteria for undergoing SWL), they had no 
previous experience of SWL which might have led to overestimating the negative 
outcomes of changing their eating behaviours which was subsequently corrected with 
experience.
The same explanation can be offered for the observed differential effects on recovery 
self-efficacy, with levels decreasing over time in the SWL intervention and 
increasing in the BWL intervention. It is well documented that SWL patients often 
expect surgery to do much of the work of weight loss for them, taking control of their 
eating behaviour (e.g. Ogden et al., 2005) and it seems plausible to suggest this leads 
to baseline elevations in recovery self-efficacy because of the assumption that 
recovery fi*om a set-back will be controlled by the surgery. However, after surgery 
the realisation that it is a tool to be worked with, requiring much time and effort, 
likely results in a decrease in levels of recovery self-efficacy. For the BWL group 
however, previous experience of BWL interventions might have armed individuals 
with the knowledge that weight loss is difficult to achieve requiring much time and 
effort, with previous failed attempts fi-esh in their minds, resulting in lower levels of 
baseline recovery self-efficacy which subsequently increased through new 
experience and mastery.
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2.5.4 Implications for research and practice
The practical implication of this study is to highlight the differences between levels 
of social-cognitions between the interventions, suggesting that strategies to increase 
weight loss need to be tailored according to the mode of weight loss management. 
That individuals opting for SWL interventions might be at a more advanced stage of 
readiness to lose weight might suggest that SWL interventions might benefit fi*om 
encompassing strategies that aim to increase levels of volitional variables, such as 
planning and volitional self-efficacy. However, BWL interventions might benefit 
from encompassing strategies that aim to increase levels of motivational variables 
and intentions.
For research, the findings suggest that levels of components of the HAPA model 
vary between populations which might suggest that its utility for the prediction of 
intentions and behaviour is limited to certain populations. The following chapters 
will test this concept by investigating predictors of eating behaviours using the 
HAPA model as a framework. The finding that intention to follow the program 
guidelines decreased over time in both interventions might help to explain why 
research consistently reports good initial weight loss with poorer long-term outcomes 
(Davidson et al., 1999; Walsh & Flynn, 1995; Wing & Hill, 2001). Stage theories of 
behaviour suggest that whilst all individuals are thought to move through different 
stages of behaviour change, the rate at which they progress may differ and some 
individuals may regress. Therefore it is likely that over the course of weight 
management individuals will sometimes regress, resulting in a decrease in levels of 
motivation and intention to follow the program guidelines. When this happens 
individuals might benefit from strategies that increase levels of intentions. Future 
studies are needed that investigate this idea.
2.5.5 Methodological limitations
It must be noted that the present study simply investigated differences between 
individuals undergoing BWL and SWL interventions, and although these have been 
discussed in relation to the dynamics of the HAPA model under the theme of weight 
loss, they cannot be linked to weight loss behaviours. Studies that investigate
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relationships between these variables as well as the effects of these variables on 
weight loss behaviours are presented in the following chapters.
In addition, the nature of two weight loss interventions differed in that patients 
receiving surgical treatment underwent a procedure which was delivered in one day 
and individuals undergoing the behavioural treatment underwent twelve consecutive 
weeks of treatment. This difference in treatment duration limits the findings of this 
study.
2.6 Chapter conclusion: Towards an understanding of the role of social- 
cognitions and eating behaviours for the prediction of weight loss
Taken together, our findings suggest that individuals opting for BWL interventions 
differ to individuals opting for SWL interventions on levels of many of the 
motivational components from the HAPA model. That SWL patients showed higher 
scores on these components might be a consequence of many failed attempts at BWL 
and indicate an advanced stage of readiness to lose weight, although longitudinal 
studies investigating weight related behaviour change are needed to confirm this. 
Further, the finding that both interventions resulted in changes in many of the 
components from the HAPA model, with components such as recovery self-efficacy 
and negative outcome expectancies being affected differently suggests that differing 
cognitions and mechanisms are involved in weight loss between interventions and 
warrants further investigation in order to further understand why and more 
importantly how these components are affected differently.
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STUDY 1 
Part 2 
A Quantitative Longitudinal Study Investigating 
Predictors of Adaptive Eating and its Role in Weight 
Loss
3.1 Chapter Overview
The previous chapter examined the difference between individuals undergoing 
behavioural weight loss (BWL) and surgical weight loss (SWL) interventions on 
components of the HAPA model and the impact of these interventions on these 
components. Building on this, the current chapter presents a quantitative study 
investigating the role of these components for the prediction of intention and 
adaptive eating and the role of adaptive eating in predicting weight loss, over a six 
month time period in the same samples. Section 3.2 introduces the study and the 
aims while section 3.3 describes the study design in detail. The results are presented 
in section 3.4 which are then discussed in section 3.5. The implications for research 
and practice and methodological limitations are also presented in this section. The 
conclusion in section 3.6 summarises the findings addressing how they add 
theoretical knowledge to the understanding of mechanisms involved in adaptive 
eating behaviour and weight loss.
3.2 Introduction
In line with many countries across the world the prevalence of obesity in the UK 
continues to rise and in 2005 it was estimated that at least 400 million adults were 
obese (World Health Organisation, 2003). The World Health Organisation (2003) 
predicts that by 2015, more than 700 million people will be obese.
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3.2.1 Weight loss interventions
Many different interventions are available to treat overweight and obesity, the two 
most common approaches are BWL and SWL interventions. Behavioural weight loss 
interventions typically produce an 8% to 10% reduction in initial weight (Davidson 
et al., 1999; Haas, Moore, Kaplan, & Lazorick, 2012; Nanchahal et al., 2012; 
National Obesity Education Initiative of the National Heart, Lung, and Blood 
Institute, in cooperation with the National Institute of Diabetes and Digestive and 
Kidney Diseases, 1995), however, weight regain after treatment discontinuation is 
often significant and can exceed baseline body weight (Davidson et al., 1999; Jones, 
Smith, Kelley, & Gray, 1995).
Although SWL interventions have become a popular treatment for obesity, providing 
25-75kg of weight loss after 2-4 years (Douketis, Made, Thabane, & Williamson, 
2005) a number of patients (up to 20%) fail to lose a significant amount of weight 
post-operatively (Brolin, Kenler, Gorman, & Cody, 1999; Hsu et al., 1998; Larsen et 
al., 2004), and many patients fail to realise that initial weight loss and long-term 
maintenance can only be achieved if strict diet and behavioural changes are made.
3.2.2 Predictors of health behaviour
In an attempt to identify predictors of health behaviour and health behaviour change, 
several health behaviour models have been developed. They propose that a person’s 
behaviour is an outcome of conscious intentions and have attempted to link health 
attitudes directly to behaviour. These include the Theory of Reasoned Action (TRA; 
Fishbein & Ajzen, 1975), the Theory of Planned Behaviour (TPB; Ajzen & Madden, 
1986) and Protection Motivation Theory (PMT; Rogers, 1983). However these have 
all been criticised for being better able to predict intention variance rather than 
behaviour variance. A model developed to overcome such criticisms is the Health 
Action Process Approach model (HAPA; Schwarzer, 1992; 2008), a stage model of 
behaviour change designed to extend previous models, such as the TRA (Fishbein & 
Ajzen, 1975) and the TPB (Ajzen & Madden, 1986), into a process model that also 
includes post-intentional factors.
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3.2.3 The HAPA model: A brief overview
The HAPA model is based on Social-Cognitive Theory (SCT; Bandura, 1986) and 
Volition Theory (Heckhausen, 1991) and combines factors from these theories and 
includes additional variables. It suggests that the adoption, initiation, and 
maintenance of health behaviours must be explicitly conceived as a process that 
consists of two distinct phases: a motivational phase that leads to the formation of an 
intention and a volitional phase that leads to behaviour (Schwarzer, 1992; 2008).
3.2.3.1 The motivational phase
In the motivational phase individuals form an intention to act. They will either adopt 
a precaution measure (e.g. carry out regular breast self-examination), or change risk 
behaviours in favour of healthy alternatives (e.g. adopt a healthy diet). During this 
phase three factors are thought to play a role in the formation of an intention: risk 
perception, outcome expectancies and self-efficacy. Although these factors are 
thought to play individual roles in the process of intention formation, Schwarzer 
(2008) suggests a possible temporal and causal order among them.
3.2.3.2 The volitional phase
After an individual has developed an intention to adopt a particular health behaviour, 
the individual will move into the next phase of the model: the volitional phase. This 
phase consists of three levels: cognitive, behavioural and situational, the focus being 
on cognitions that instigate and control the behaviour in various situations. Planning 
and self-efficacy (coping and recovery self-efficacy) are thought to play major roles 
in this phase.
3.2.4 Utility of components of the HAPA model for the prediction of intention 
and adaptive eating behaviour
Studies applying motivational components from the HAPA model to the prediction 
of intention to follow dietary guidelines have successfully predicted intention (e.g. 
Renner, Spivak, Kwon, & Schwarzer, 2007; Renner & Schwarzer, 2005; Schwarzer 
& Luszczynska, 2008). As to which component is the most influential however is 
unclear due to conflicting results reported in the literature. For example, Renner et 
al., (2007) suggested that motivational self-efficacy is the strongest predictor of
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intention to follow a low fat diet, whereas Renner and Schwarzer (2005) reported 
that outcome expectancies are the strongest predictor. Pertinent to the current 
research, in a sample of overweight individuals, Schwarzer and Luszczynska (2008) 
reported that risk perception followed by outcome expectancies are the most 
important predictors.
Studies applying components from the HAPA model to the prediction of adaptive 
eating have successfully predicted behaviour and behaviour change. For example, 
intention has consistently been found to predict eating a low fat diet (e.g. Renner & 
Schwarzer, 2005), planning has been found to be associated with an increase in the 
consumption of fruit and vegetables (e.g. Reuter, Ziegelmann, Wiedemann, & 
Lippke, 2008) and self-efficacy has been found to be associated with dietary 
behaviours such as an increase in fruit and vegetable consumption (Contento, 
Randell, & Basch, 2002; Van Duyn et al., 2001), adoption of a low fat diet (Renner 
& Schwarzer, 2005), and a low fat and high fibre diet (Schwarzer & Renner, 2000).
Further, interventions targeting volitional components such as planning have led to 
significant improvements in healthy eating (e.g. Verplanken & Faes, 1999), and 
interventions targeting self-efficacy and planning have led to significant 
improvements in healthy eating by increasing finit and vegetable intake (e.g. 
Luszczynska, Tryburcy, & Schwarzer, 2007). Thus, evidence suggests that 
components of the HAPA model seem particularly useful at predicting adaptive 
eating.
3.2.5 Eating behaviours
Although the majority of studies in this area employ measures of food types and 
quantities consumed as a measure of adaptive eating, other forms of adaptive eating 
have been proposed in the eating behaviour literature. These include disinhibited and 
unrestrained eating, where the focus is on the internal physiological and cognitive 
mechanisms involved with eating. Studies have shown that these forms of eating are 
associated with a lower BMI (e.g. Tuschl, 1990) and lower consumption of forbidden 
foods (e.g. Stirling & Yeomans, 2005). Instead of measuring food types and 
quantities consumed, by measuring internal factors these two forms of adaptive
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eating provide a greater insight into the internal mechanisms involved with adaptive 
eating.
However, these forms of eating have been criticised in the eating behaviour literature 
by being defined as the absence of eating disorder symptoms and, although it is 
suggested that this is indicative of adaptive eating behaviour. Tribole and Resch 
(1995) suggest that adaptive eating is more than just the absence of characteristics 
associated with eating disorders. Tylka (2006) suggests although individuals may not 
exhibit disordered eating they may not eat adaptively (i.e. eating when not hungry 
but not enough to be considered a binge).
3.2.5.1 Intuitive eating (IE) behaviour
As a result eating based on internal physiological hunger and satiety cues rather than 
external emotional cues (Tribole & Resch, 1995), has gained recognition as an 
adaptive eating style. Tribole and Resch (1995) describe three central features of IE: 
unconditional permission to eat (UPE; when hungry and what food is desired), eating 
for physical rather than emotional reasons (PE) and reliance on internal hunger and 
satiety cues (RIHS) to determine when and how much to eat. Surprisingly no 
research currently exists which has investigated predictors of this form of adaptive 
eating behaviour in individuals attempting to lose weight. Given that the aim of SWL 
is to create a smaller stomach pouch creating feelings of satiety after a small amount 
of food, it seems particularly useful to investigate predictors of IE behaviour in this 
sample.
Further, only one study to date has examined the role of IE using the lES for weight 
loss in individuals undergoing BWL interventions (Bacon, Stem, Van Loan, & Keim, 
2005), however it suffered fi*om methodological issues rendering results unreliable. 
No study to date has investigated the role of IE for weight loss in patients undergoing 
SWL interventions.
3.2.6 Aims and hypotheses
The aims of the present study were twofold. The first aim was to investigate the role 
of risk perception, motivational self-efficacy and outcome expectancies for the 
prediction of intention to follow treatment guidelines and to investigate the role of
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intention, self-efficacy and planning for the prediction of IE behaviours, in 
individuals undergoing BWL and SWL interventions. The investigation of social- 
cognitive predictors of IE in individuals undergoing BWL and SWL interventions is 
an original contribution of this research.
The second aim was to investigate the role of IE for the prediction of weight loss in 
these individuals. The overall aim was to add to the current knowledge base on 
predictors of intention, eating behaviour and weight loss using the HAPA model as a 
theoretical framework. It was hypothesised that:
1) Pre-intentional constructs, that is, risk perception, outcome expectancies and 
motivational self-efficacy would be able to predict intention to follow intervention 
guidelines.
2) Post-intentional constructs, that is, planning and self-efficacy would be able to 
predict IE behaviours over and above intentions at three and six months post 
intervention.
3) Intuitive eating would be associated with weight loss at three and six months post 
intervention.
3.3 Method
3.3.1 Participants
3.3.1.1 SWL intervention
Forty nine out of 55 participants approached (13 male, 36 female) were recruited 
fi*om several private hospitals in Kent where they were scheduled to undergo SWL, 
namely Laparoscopic Adjustable Gastric Banding (LAGB). The remaining 6 
declined to take part. Mean age was 41.35 years (SD = 10.4; range = 21-61). Surgical 
indications were a BMI > 40kg/m^ or a BMI of 35-40kg/m^ with serious comorbidity.
3.3.1.2 BWL intervention
Fifty participants (8 male, 42 female) were recruited fi-om a weight loss centre in 
Kent where they were scheduled to undertake a BWL program which involved
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adopting a very low calorie diet. Mean age was 41.4 years (SD = 10.6; range = 26- 
60).
3.3.2 Design
A longitudinal study was conducted over a six month period. The participants had 
given signed informed consent before participating. The first measurement (Time 1) 
was taken two weeks prior to surgery for individuals in the SWL intervention and 
two weeks prior to starting the program for individuals in the BWL intervention. The 
second and third measurements were taken three and six months later.
3.3.2.1Why the chosen time frame
Many studies that have investigated outcomes in gastric banding (GB) procedures 
have used a follow up period of six months or more (e.g. Nadler, Youn, Ginsburg, 
Ren, & Fielding, 2007; Wong et al., 2005). Wong et al. (2005) measured weight 
loss, quality of life and co-morbidities improvement at six months post-surgery and 
then at six monthly intervals and found significant changes in outcomes. Nadler et 
al. (2007) measured weight loss at six months post-surgery and then at three monthly 
intervals and found significant changes in weight-loss. In BWL samples, significant 
changes in weight have also been reported at six months after intervention 
commencement (e.g. Foley et al., 2012). Thus for both interventions, at six months 
post intervention commencement, a significant change in weight can be seen.
Given that the present study aimed to investigate social-cognitive and behavioural 
changes with the aim of developing an intervention to improve eating behaviours and 
weight loss, it seemed appropriate to investigate changes at three and six months 
post-treatment. Specific to the SWL intervention, LAGB forces individuals to change 
their eating behaviours immediately after surgery. Therefore, it may be more difficult 
to change an already established behaviour (at six months post-operatively) than it 
would be to teach and implement a new behaviour (at three months post-operatively), 
before new cognitions and behaviours have been formed. It was expected that 
measuring changes in social-cognitions and behaviours pre-operatively, at three 
months and at six months, would capture any changes in the social-cognitions that 
result from undergoing the surgery, as well as changes in weight loss behaviours and 
weight loss.
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3.3.3 Measures
Demographic characteristics, risk perception, outcome expectancies, motivational 
self-efficacy, intentions, volitional self-efficacy and diet planning were measured at 
Time 1. Intuitive eating was measured at all three time points (See Appendices A and 
B).
3.3.3.1 Demographic characteristics
Participants completed measures of their age, height, weight, gender, education, 
ethnicity, income and marital status.
3.3.3.2 Height and weight
The researcher measured participants’ height and weight. Height was measured 
using a wall-mounted ruler. Weight was measured in light clothing and without shoes 
on a digital scale. Participants measured and reported their own weight at T2 and T3. 
These scores were used to calculate the participants’ BMI scores.
3.3.3.3 Outcome expectancies
Outcome expectancies for nutrition were measured using 12 items taken from Renner 
and Schwarzer (2003). Participants were asked, “What do you think, how could 
changes in your nutritional habits such as eating low-fat foods, affect your life?” 
After this header, responses were elicited to specific situations such as: “If I eat 
healthy foods then I will feel physically more attractive” and “If I eat healthy foods 
then I will get rid of weight problems.” Responses were made using five-point 
Likert scales ranging from (1) strongly disagree to (5) strongly agree. Based on the 
reliability scores indicating that reversed items showed a low or negative corrected 
item-total correlation, the scale was divided into positive and negative outcome 
expectancies. A total score for positive outcome expectancy was the mean of the 
items. A total score for negative outcome expectancy was the mean of the items. A 
higher score indicates higher expectancies.
3.3.3.4. Risk-perception
Risk-perception specifies quality and quantity of an individual’s perceived 
susceptibility to a health threat. It is usually organised along the dimensions of
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vulnerability and severity. Vulnerability addresses the perceived probability of being 
affected by a health threat such as developing hypertension. Vulnerability should be 
assessed both as an absolute (i.e. the subjective probability of being affected) and as 
a relative construct (i.e. the subjective probability of being affected compared to 
people of the same age and gender) as suggested by Weinstein (1987). Measures for 
risk-perception were taken from Renner and Schwarzer (2003). Risk-perceptions 
were obtained for each of the following five obesity related diseases: elevated 
cholesterol, heart attack, hypertension, stroke, and heart disease.
In order to measure absolute vulnerability, participants were asked to estimate the 
likelihood of experiencing each particular problem, for example “How likely is it that 
one éày you will have a heart attack?” In order to assess relative vulnerability, 
participants were asked to compare their risk of getting the five cardiovascular 
diseases with an average person of one’s own age and gender, for example “If I 
compare myself to an average person of my sex and age, then my risk of getting a 
heart attack is...” Responses were made using five-point Likert scales ranging from 
(1) very low to (5) very high.
Severity was measured using five items taken from Renner and Schwarzer (2003). 
Participants were asked “How severe would the following health-related problems be 
if they were not attended to or if they remained undiscovered?” (a) high cholesterol 
level, (b) heart attack, (c) high blood pressure, (d) stroke, and (e) cardiovascular 
disease. Responses were made using five-point Likert scales ranging from (1) not 
severe at all to (5) very severe.
A  score for risk-perception was computed by calculating the mean of all the answers 
for all items of the three scales: absolute vulnerability, relative vulnerability, and 
severity. A higher score indicates greater risk-perception.
3.3.3.5 Motivational self-efficacy
Motivational self-efficacy in the SWL intervention was measured using the 
following item, adapted from Renner and Schwarzer (2003), “Certain barriers make 
it hard to change health behaviours. How sure are you that you can begin to follow 
the treatment guidelines?” For the BWL intervention, the following item was used 
“Certain barriers make it hard to change health behaviours. How sure are you that
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you can begin to follow the program guidelines?” After this header the following 
statement was provided “I am quite sure that I can follow the guidelines for the 
following number of days per week.” Responses were elicited by asking participants 
to tick the appropriate number of days (1-7 days). The response was adapted from 
those used by Renner and Schwarzer (2003) to suit the participants being studied.
3.3.3.6 Intentions
Behavioural intentions were assessed using one item of similar wording to that used 
by Renner and Luszczynska (2008), but adapted to suit the current study. Participants 
were asked to respond to the following statement, “I intend to follow the set 
guidelines post-operatively or I intend to follow the set program guidelines” 
Responses were made using five-point Likert scales ranging from (1) strongly 
disagree to (5) strongly agree.
3.3.3.T Volitional self-efficacy
Coping self-efficacy
Coping self-efficacy was measured using an 11 item measure, taken from Renner and 
Schwarzer (2003), designed to measure exercise coping self-efficacy but adapted for 
the current study. For the SWL intervention the wording was changed to assess 
coping self-efficacy relating to following post-operative guidelines and for the BWL 
intervention, the wording was changed to assess coping self-efficacy relating to 
following the program guidelines. Participants were asked, “It is important to always 
continue to follow the postoperative/program guidelines. How sure are you that you 
can continue to follow the postoperative/program guidelines?” After this header, 
responses were elicited to questions such as “I am quite sure that I can continue to 
follow the postoperative/program eating guidelines even if...” Original response 
items were used. Responses were made using five-point Likert scales ranging from
(1) strongly disagree to (5) strongly agree. The total score was the mean of the items. 
A higher score indicated higher levels of coping self-efficacy.
Recovery self-efficacy
Recovery self-efficacy was measured using three items, taken from Renner and 
Schwarzer (2003), designed to measure exercise recovery self-efficacy but adapted to
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suit the current study. Participants were asked “In spite of good intentions you might 
relapse. Imagine you stopped following the postoperative/program eating guidelines 
for a long period. How confident are you that you can start to follow them again 
after that long pause?” After this, header responses were elicited to statements such 
as “I am quite sure that I can reengage in following the postoperative/program eating 
guidelines after a long pause even if...” Original response items were used. 
Responses were made using five-point Likert scales ranging from (1) strongly 
disagree to (5) strongly agree. The total score was the mean of the items. A higher 
score indicates higher levels of recovery self-efficacy.
In the current study, coping and recovery self-efficacy measures were merged to 
form volitional self-efficacy (VSE). The total score was the mean of the items. A 
higher score indicates higher levels of volitional self-efficacy.
3.3.3.S Planning
For the assessment of diet planning, items were taken from the implementation and 
coping planning scales by Renner and Schwarzer (2003). The header was changed 
from “A lot of people try to change their nutrition habits and eat less salt and less 
fatty or greasy food. How about you? to “A lot of people try to change their 
nutritional habits how about you?” After this header, responses were elicited to the 
statement “I already have concrete plans...” Original response items were used and 
responses were made using five-point Likert scales ranging from (1) strongly 
disagree to (5) strongly agree. A total score for planning was the mean of the items. 
A higher score indicates higher planning behaviours.
3.3.3.9 Intuitive eating
Intuitive eating behaviours were measured using the Intuitive Eating Scale (lES; 
Tylka, 2006). The lES contains 21 items that assess the three components of intuitive 
eating identified in the literature: unconditional permission to eat (UPE; e.g. “If I am 
craving a certain food, I allow myself to have it”), eating for physical rather than 
emotional reasons (PE; e.g. “I stop eating when I feel full (not overstuffed)”), and 
reliance on internal hunger and satiety cues (RIHS; e.g. “I trust my body to tell me 
how much to eat”). The lES was employed in the current study because of the 
relevance of the three components to the surgical intervention group. For example.
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LAGB restricts ones’ ability to consume large amounts of food so it is important for 
individuals to stop eating when they feel full. Each item was rated using five-point 
Likert scales ranging from (1) strongly disagree to (5) strongly agree. Tylka (2006) 
has provided specific algorithms for determining scores for each of the three 
components as well as a total score.
3.3.4 Procedure
Prior to conducting the study, ethical approval was obtained from the ethics 
committee at the University of Kent, from the head office of the private hospitals and 
from the head office of the BWL program.
3.3.4.1Time 1
Surgical weight loss intervention: At consultation with the surgeon, participants 
were given an information sheet containing details of the study (Appendix C). Two 
weeks later, at surgical pre-assessment, participants were asked by the researcher if 
they were happy to participate in the study. If so, participants signed two consent 
forms (one for their own records, the other for the researcher’s records; Appendix 
D).They were also asked to provide the researcher with details of their home address 
for completion of follow-up questionnaires (Appendix E).
Behavioural weight loss intervention: At the pre-program consultation with the 
program manager, participants were given an information sheet containing details of 
the study (Appendix C). When starting the program two weeks after consultation, 
participants were asked by the researcher if they were happy to participate in the 
study. If so, participants signed two consent forms (one for their own records, the 
other for the researcher’s records; Appendix D) and were asked to provide the 
researcher with details of their home address for completion of follow-up 
questionnaires (Appendix E).
3.3.4.2 Time 2
Three months after completion of the Time 1 questionnaire, participants were sent 
the Time 2 questionnaire (to their home address) and asked to complete the 
questionnaire and return it in the stamped, addressed envelope provided.
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3.3.4.3 Time 3
Six months after completing the Time 1 questionnaire, participants were sent the 
final (Time 3) questionnaire (to their home address) and asked to complete the 
questionnaire and return it in the stamped, addressed envelope provided. On 
completion of the study, participants were debriefed (Appendix F) and thanked for 
their voluntary participation.
3.3.5 Analytic Strategy
When designing the study, the initial plan was to use path analysis with maximum 
likelihood estimation to examine the longitudinal associations between components 
of the HAPA model. However, after the period of data collection ended, the sample 
size was deemed too small. Therefore several regression analyses were performed to 
assess the utility of components from the model for the prediction of eating 
behaviour and the utility of IE for the prediction of weight loss.
3.4 Results
3.4.1 Attrition
A total of 43 (88%) participants completed Time 2 measures from the SWL 
intervention and a total of 40 (80%) completed Time 2 measures from the BWL 
intervention. A total of 33 participants (67%) completed Time 3 measures from the 
SWL intervention and a total of 31 participants (62%) completed Time 3 measures in 
the BWL intervention. Attrition analyses indicated that in the SWL intervention 
participants who dropped out of the study did not differ from completers at each time 
point (see Table 3.1). In the BWL intervention, participants who dropped out of the 
study differed from completers at Time 2 on gender (see Table 3.2).
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3.4.2 Demographic characteristics
Demographic characteristics of the participants can be found in Table 3.3. Although 
participants were comparable by age, gender and ethnicity, mean BMI was much 
greater in the SWL intervention and the mean income in the BWL intervention was 
just under double that of the SWL intervention.
Table 3.3: Demographic characteristics of subjects by intervention
SWL 
{n = 49)
BWL
(« = 50)
Age (y) 41.35 ±  10.41 41.42 ± 10.62
BMI 43.10+8.53 32.89+5.68
Gender %(«)
Female 73.5(36) 84(42)
Male 26.5(13) 16(8)
Ethnic origin %(«)
Indian 2(1) 4(2)
Black Caribbean 0 2(1)
Black -  other 4.1(2) 0
Mixed race 4.1(2) 0
White - UK or Irish 73.5(36) 68(34)
White - Other European 8.2(4) 8(4)
White -  Other 8.2(4) 16(8)
Other 0 2(1)
Age left full-time education 17.19 ±2.78" 18.30 ±3.85
Level of Education (%)(«)
GCSE, CSE or equivalent 63.3(31) 39.1(18)'’
A Level 8.2(4) 13(6)'’
Vocat qualification (e.g. NVQ) 12.2(6) 23.9(11)'’
Degree (BA, BSc) 8.2(4) 13(6)'’
Postgraduate degree (MSc, Ph.D.) 0 6.5(3)”
Other 8.2(4) 4.3(2)”
Household income (£) 37907.22+25888.33" 65435.90+77798.51”
Marital status %(»)
Single 26.1(12)'’ 16(8)
Married 50(23)’’ 60(30)
Divorced or separated 13(6)'’ 6(3)
Living with partner 10.9(5)'’ 18(9)
Note: BMI = body mass index. Age, BMI, age left full-time education, and 
household income expressed as means and standard deviation.
= 47, *^n = 46, = 32, = 39.
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3.4.3 Reliability Analysis
Table 3.4 shows the coefficients of reliability (Cronbach’s alpha) of each scale across 
the three time points of data collection. All scales showed acceptable reliability with 
alphas above .60 (Nunnally & Bernstein).
Table 3.4: Reliability coefficients for measures according to 
intervention
SWL Intervention BWL Intervention
Measure T1 T2 T3 T1 T2 T3
(«=49) («=43) («=33) («=50) («=40) («=31)
Positive OE 0.73 0.69 0.78 0.70 0.83 0.84
Negative OE 0.89 0.84 0.67 0.73 0.80 0.71
Risk perception 0.95 0.89 0.91 0.90 0.85 0.86
Coping self-efficacy 0.93 0.94 0.92 0.87 0.93 0.88
Recovery self-efficacy 0.86 0.84 0.91 0.86 0.95 0.93
Planning 0.97 0.94 0.95 0.96 0.90 0.90
UPE 0.74 0.78 0.86 0.61 0.84 0.79
PE 0.69 0.88 0.95 0.86 0.88 0.91
RIHS 0.85 0.88 0.92 0.88 0.85 0.68
Note. OE = outcome expectancies. UPE = unconditional permission to eat.
PE = Physical rather than emotional eating. RIHS = reliance on internal hunger 
and satiety cues.
3.4.4 Hypothesis 1: Pre-intentional constructs, that is, risk perception, outcome 
expectancies and motivational self-efficacy would be able to predict intention to 
follow intervention guidelines
Descriptive statistics and correlations were computed followed by multiple 
regression analyses. The regression analyses comprised three steps with variables 
entered in the order of increasing specificity. In step 1, risk perception was entered 
and intentions were regressed onto it. In step 2, negative outcome expectancies were 
entered to investigate if they predicted intention above the effects of risk perception. 
In step 3, motivational self-efficacy was entered to investigate if motivational self- 
efficacy predicted intention above the effects of outcome expectancies and risk 
perception. Variables were screened for multivariate outliers following 
recommendations by Tabachnick and Fidell (2007). For each case the Mahalanobis 
distance fi*om the rest of the cases was computed. No case showed a Mahalanobis 
distance larger than the critical value %\3) = 16.27, < .001.
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3.4.4.1 SWL intervention
Motivational self-efficacy showed a significant positive correlation with intentions 
(see Tables 3.5). Results of regression analyses can be found in Table 3.7. Adjusted 
was not significantly different from zero in steps 1 and 2, however was 
significantly different to zero at the end step 3, and the final model was significant 
F(3,47)=3.54,/>=.05. Adding motivational self-efficacy to the prediction of intention 
resulted in a significant increment in R .^ This pattern of results suggests that risk 
perception and outcome expectancies do not significantly contribute to the prediction 
of intention, however just under 10% of the variability in intention is predicted by 
motivational self-efficacy.
Table 3.5: Correlations between motivational components and 
intention: Surgical intervention {n = 49)
Measure 1 2 3 4
1.Positive outcome expectancies
2.Negative outcome expectancies
3.Risk perception
.48'""
.11" -.14"
4.Motivational .05" -.06" .26 -
5.Intention -.13" -.26" .17 .30'
Note. "« = 48.
*p < .05, two-tailed. **p < .01, two-tailed. ***p < .001, two-tailed.
3.4.4.2 BWL intervention
Motivational self-efficacy showed a significant positive correlation with intentions. 
Further, negative outcome expectancies showed a significant negative correlation 
with intentions (see Tables 3.6). Results of regression analyses can be found in Table 
3.7. Adjusted R  ^was significant at steps 2 and 3. After step 1, with risk-perception in 
the equation, R  ^= .01, R(l,49)=1.40,/?=.24. After step 2, with negative outcome 
expectancies added to the prediction of intention, adjusted R^  = .13, R(2,49)=4.76, 
/?=.01. Addition of negative outcome expectancies to the equation resulted in a 
significant increment in adjusted R^ . After step 3, with motivational self-efficacy 
added to the prediction of intention, R  ^= .23, F(3,49)=5.92,/>=.002. Addition of 
motivational self-efficacy resulted in a significant increment in adjusted R .^ This 
pattern of results suggests that risk-perception does not contribute to the prediction of 
intention, however nearly a quarter of the variability in intention is predicted by 
negative outcome expectancies and motivational self-efficacy.
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Table 3.6: Correlations for motivational components and 
intention: Behavioural intervention (w = 50)
Measure 1 2 3 4
1 .Positive outcome expectancies
2.Negative outcome expectancies .19
3.Risk perception .38 .03
4.Motivational .17 -.29' .06 -
5.Intention .14 -.37" .17 .44"
*p < .05, two-tailed. **p < .01, two-tailed. < .001, two-tailed.
Table 3.7: Regression analyses for variables predicting intention
SWL Intervention BWL Intervention
(«=48) («=50)
Variable B SEE B Adj.R^ B SEE p  AdJ.R^
Step 1 .01 .01
Risk-perception .10 .10 .15 .15 .13 .17
Step 2 .04 .13'
Negative OE -.12 .08 -.24 -.27 .10 -.38"
Step 3 .13' .23"
Motivational self-efficacy .19 .10 .29' .14 .05 .35'
Note. OE = outcome expectancies.
*p < .05, two-tailed. **p < .01, two-tailed. ***p < .001, two-tailed.
3.4.5 Hypothesis 2: Post-intentional constructs, that is, intention, planning and 
self-efficacy, would be able to predict IE behaviours over and above intentions 
at three and six months post intervention
Descriptive statistics and correlations were computed. When inspecting the data it 
was noted that coping self-efficacy and recovery self-efficacy were very highly 
correlated, therefore in order to avoid multicollinearity the two measures were 
merged to form volitional self-efficacy. This was deemed acceptable because they 
measure almost the same cognition.
Unfortunately attrition was high (see section 3.4.1), resulting in a small sample size 
at follow-up. Therefore, correlations were used for screening purposes and variables 
were only entered into the regression equation if they showed significant correlations 
with the outcome variables. Intention did not show any significant correlations with 
IE and was therefore not included in any of the subsequent regressions analyses.
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Further, in the SWL intervention, the subscales of the lES did not load onto the high 
order eating factor (total IBS) as expected, therefore the three subscales of IE were 
examined separately. Several multiple regressions were performed to assess the 
predictive value of planning and volitional self-efficacy on Time 2 UPE, PE and 
RIHS and Time 3 UPE, PE and RIHS. For each regression, planning and volitional 
self-efficacy were entered into the regression together. Variables were screened for 
multivariate outliers following recommendations by Tabachnick and Fidell (2007). 
For each case the Mahalanobis distance from the rest of the cases was computed. No 
case showed a Mahalanobis distance larger than the critical value %^ (2) = 13.82,/> < 
.001.
3.4.5.1 SWL intervention 
Time 2 (Three months)
Diet planning was significantly associated with UPE and volitional self-efficacy was 
significantly associated with all three IE components (see Table 3.8). The results of 
the regression analyses are presented in Table 3.10.
UPE - Entering diet planning and volitional self-efficacy together as predictors of 
UPE, the model was highly significant, F(2,42) = 10.26,/? < .001, adjusted = .31. 
Both variables were significant predictors indicating that just under a third of the 
variance in UPE was predicted by diet planning and volitional self-efficacy.
PE - Entering diet planning and volitional self-efficacy together as predictors of PE, 
the model was significant, F(2,42) = 3.31,/? = .047, adjusted R  ^= .10. Volitional 
self-efficacy was the only significant predictor.
RIHS - Entering diet planning and volitional self-efficacy together as predictors of 
RIHS, the model was highly significant, F(2,42) = 12.95, p < .001, adjusted R  ^= .36. 
Volitional self-efficacy was the only significant predictor.
Time 3 (Six months)
Diet planning was significantly associated with UPE and PE and volitional self- 
efficacy was significantly associated with all three IE components (see Table 3.8). 
Interestingly, at Time 2 and Time 3 diet planning and volitional self-efficacy were
I l l
significantly negatively correlated with UPE indicating that higher levels of baseline 
planning and volitional self-efficacy were associated with lower levels of UPE. The 
results of the regression analyses are presented in Table 3.11.
UPE -  Entering diet planning and volitional self-efficacy together as predictors of 
UPE, the model was highly significant, F(2,32) = 7.28,/? = .003, adjusted = .28. 
Both variables were significant predictors indicating that just over a quarter of the 
variance in UPE was predicted by diet planning and volitional self-efficacy.
PE - Entering diet planning and volitional self-efficacy together as predictors of PE, 
the model was highly significant, F(3,32) = 7.55,/? < .001, adjusted R^  = .46. 
Volitional self-efficacy was a significant predictor indicating that just under half of 
the variance in PE was predicted by volitional self-efficacy.
RIHS - Entering diet planning and volitional self-efficacy together as predictors of 
RIHS, the model was highly significant, F(2,32) = 8.34, p = .001, adjusted R  ^= .32. 
Volitional self-efficacy was a significant predictor indicating that over a quarter of 
the variance in RIHS was predicted by volitional self-efficacy.
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3.4.S.2 BWL intervention 
Time 2 (Three months)
Diet planning was not associated with any of the components of IE. Volitional self- 
efficacy however was significantly associated with UPE (see Table 3.9). The results 
of the regression analyses are presented in Table 3.10.
RIHS - Entering diet planning and volitional self-efficacy together as predictors of 
RIHS, although volitional self-efficacy was able to predict a significant amount of 
variance in UPE, the model did not reach significance, F(2,39) = 2.47,/? = .10, 
adjusted = .07.
PE - Entering diet planning and volitional self-efficacy together as predictors of PE, 
the model was not significant, F(2,39) = 1.02,/? = .37, adjusted R^  = .001.
RIHS - Entering diet planning and volitional self-efficacy together as predictors of 
RIHS, the model was not significant, F{2,39) = 2.91,/? = .07, adjusted R^  = .09.
Time 3 (Six months)
Similar to at Time 2, diet planning was not associated with any of the components of 
IE. Volitional self-efficacy however was significantly associated with UPE and RIHS 
(see Table 3.9). Similar to in the SWL intervention, volitional self-efficacy at Time 2 
and Time 3 was significantly negatively correlated with UPE indicating that higher 
levels of baseline volitional self-efficacy were associated with lower levels of UPE. 
The results of the regression analyses are presented in Table 3.11.
UPE - Entering diet planning and volitional self-efficacy together as predictors of 
UPE, the model was significant, F(2,30) = 5.02,/? = .02, adjusted = .21. Volitional 
self-efficacy was the only significant predictor.
PE - Entering diet planning and volitional self-efficacy together as predictors of PE, 
the model was not significant, F(2,30) = .28,/? = .71, adjusted R  ^= -.05.
RIHS - Entering diet planning and volitional self-efficacy together as predictors of 
RIHS, the model was significant, F(2,30) = 3.92,/? = .03, adjusted R  ^= .16.
Volitional self-efficacy was the only significant predictor.
a
.2■Ca0>>
Q>4W og• PN
h-3
M On
cmo
pQa
'C OOa>
ao
*c
.ts
(J
'Oa VOa
ko-w
.G inT3Oua
a TToo
-w0>pO CO
Xfia
.2
a (Nokuow
'OaacmO
AkwcmO
Q
ON cm
CO
0> [a3 "Ca a
H
o
VO ^  î ; ;
I in VO • !>• 00 On
S
00
On T—I ^  * cn * I—Io  ^  m VO (S r~- m 
• OO ' VO
ON VO Î  in  VO *
N  T f ON I ^  ^
• ,• VO ' • ^
o  OO 1—I CO fs ^  m
in
CO
OO m
O  CO
r "
o  I
CO I
OO
c4
inCO
CO*
m
OO
(N
COTT
(N
OO
(N*
O
CO
CO
On
ON
(N
ON
(N
VO
CO
^  ’-H
CO
00 CO
rî^  CO
3  §
CO o  
ON T f
in (2) 
in  m
mTT
c6
VO
in
OO
o • m
CN fN fN
Î
1o tw
B °
i  I
S S
l - S
c3 %
■i a
W cm 
pin O
80) cm
I I
I  i
ag
-O cm
a  p
8
o '
O  O O 0Û
f l
Ü
I
§
V
* 8 
V *8
I I
J ?
8  V
I c
in V
115
Table 3.10: Regression analyses for variables predicting Time 2 IE behaviours
SWL Intervention 
(« = 43)
BWL Intervention 
(« = 40)
Variable B SE B Adj. B SB P Adj.
B B
UPE .31'" .07
Diet planning -.28 .08 -.46" .04 .10 .06
Volitional self- -.32 .17 -.26' -.44 .20 -.34'
efficacy
PE .10' .001
Diet planning -.18 .12 -.22 .14 .13 .17
Volitional self- .60 .25 .37' .23 .26 .14
efficacy
RIHS .36'" .09
Diet planning .06 .10 .09 .16 .09 .29
Volitional self- .96 .19 .65'" .24 .17 .22
efficacy
Note. UPE = unconditional permission to eat. PE = physical rather than emotional 
eating. RIHS = reliance on internal hunger and satiety cues.
*p<.05"p<.01 001.
Table 3.11: Regression analyses for variables predicting Time 3 IE behaviours
SWL Intervention BWL Intervention
(w = 33) (« = 31)
Variable B SB B Adj. B SE P Adj.
B B R^
UPE .28" .21'
Diet planning -.28 .11 -.39' .14 .09 .24
Volitional self- -.48 .22 -.33' -.47 .18 -.43'
efficacy
PE .46'" -.05'
Diet planning .18 .12 .22 .09 .15 .11
Volitional self- 1.00 .23 .63'" .19 .28 .12
efficacy
RIHS .32'" .16
Diet planning .05 .13 .05 .03 .08 .19
Volitional self- 1.00 .26 .58" .39 .14 .45'
efficacy
Note. UPE = unconditional permission to eat. PE = physical rather than emotional 
eating and RIHS = reliance on internal hunger and satiety cues.
V < .05  '> < .0 1  ">< .001 .
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3.4.6 Hypothesis 3: Intuitive eating would be associated with weight loss at three 
and six months post intervention
Descriptive statistics and correlations were computed and examined for significant 
associations. Following this, regression analyses were used to investigate the 
predictive ability of components of the IBS that were significantly correlated with 
weight loss.
Correlational analysis revealed significant correlations between Time 1 UPE and 
Time 3 weight loss in the BWL intervention indicating that as levels of UPE 
increased weight loss increased. In the SWL intervention, significant correlations 
were revealed between Time 2 UPE and Time 3 weight loss indicating that as levels 
of UPE increased weight loss decreased. Consequently, two multiple regression 
analyses were performed to investigate the predictive ability of these components for 
Time 3 weight loss. Results revealed that Time 2 UPE was able to predict a 
significant amount of variance in Time 3 weight loss in the SWL intervention: 
F(l,32) = 5.79,/? = .01, adj. Pp = .13. In addition. Time 1 UPE was able to predict a 
significant amount of variance in Time 3 weight loss in the BWL intervention: F{\, 
30) = 3.93, p = .05, adj. 7?^  = .09.
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3.5 Discussion
The present study aimed to investigate the role of risk perception, motivational self- 
efficacy and outcome expectancies for the prediction of intention as well as the role 
of intention, self-efficacy and planning for the prediction of IE behaviours in 
individuals undergoing BWL and SWL interventions. In addition the present study 
investigated the role of IE for the prediction of weight loss. The major findings of 
this study are:
(1) In both interventions, motivational self-efficacy was an influential predictor of 
intentions however, the influence of other components such as negative outcome 
expectancies varied according to intervention.
(2) For the prediction of IE, self-efficacy was the most influential volitional 
component particularly in the SWL intervention, whereas planning was only 
influential in the SWL intervention.
(3) In both interventions the only component of the lES able to predict weight loss 
was UPE, however its relationship with weight loss differed between interventions.
These findings will now be discussed under separate headings.
3.5.1The prediction of intention
Schwarzer (1992; 2008) suggested that motivational self-efficacy is the most 
influential factor in the motivational phase of the model and the strongest predictor 
of behavioural intentions. The present results provide support for this in individuals 
enrolling for SWL, however in individuals enrolling for BWL although motivational 
self-efficacy was important, negative outcome expectancies were slightly more 
influential. This might suggest that the salience of motivational components for the 
prediction of intentions varies between populations and might explain the conflicting 
results reported in the literature (e.g. Renner et al., 2007; Renner & Schwarzer, 
2005). Although not reaching significance in the SWL intervention, negative 
outcome expectancies were negatively associated with intentions providing support 
for the notion that the greater the number of perceived benefits to performing a 
behaviour, the more inclined an individual will be to perform the behaviour and vice 
versa (Schwarzer, 1992; 2008).
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The finding that risk-perception was not significantly associated with intention in 
both interventions might provide support for Schwarzers’ suggestion that risk- 
perception sets the stage for a contemplation process and further elaboration of 
thoughts about competencies and consequences, however its role extends no further. 
At the time of completion of pre-intervention measures (Time 1), individuals had 
already enrolled in the weight loss interventions and it seems plausible to suggest 
that this decision might have been based on risk-perceptions, however its role does 
not extend beyond this. However, studies are needed to test this notion. Interventions 
that focus on risk communication (a traditional intervention strategy in the field of 
weight loss) might be better replaced by alternatives and the present findings would 
emphasise a different strategy that focuses on motivational self-efficacy and negative 
outcome expectancies, depending on the mode of weight management.
3.5.2 Prediction of IE 
3.5.2.1The role of volitional self-efficacy
Both modes of weight management emphasise restricted eating, particularly the SWL 
intervention. Thus the finding that higher levels of volitional self-efficacy predicted 
lower levels of UPE is understandable. Similar to other research focusing on 
nutritional behaviours as an outcome of adaptive eating behaviour (Contento et al., 
2002; Van Duyn, 2001; Renner & Schwarzer, 2005; Schwarzer & Renner, 2000), 
particularly in the SWL intervention, greater levels of volitional self-efficacy 
predicted greater levels of the components PE and RIHS at three and six months.
This suggests that believing in ones’ own capability to deal with any barriers to 
healthy eating that may arise, as well as ones’ ability to get back on track following a 
relapse, meant that individuals were more likely to eat intuitively by using food to 
satisfy a physical hunger drive and not to cope with their emotional fluctuations 
and/or distress.
3.5.2.2 The role of intention
In contrast to previous findings relating intention to adaptive eating (e.g. Renner & 
Schwarzer, 2005), intention was not significantly associated with any of the 
components of IE in both interventions. Two explanations for this are offered. Either, 
it is the result of measuring different types of adaptive eating between the studies, or.
121
supporting claims by Schwarzer (1992; 2008), intention is less able to directly 
predict health behaviour and post-intentional factors become more important 
predictors, which bridge the intention-behaviour gap. That planning and volitional 
self-efficacy were significantly associated with IE behaviours in the present study 
provides support for this notion.
3.5.2.3 The role of planning
Like self-efficacy, planning has been described as being an important post- 
intentional predictor of behaviour (e.g. Schwarzer, 1992; 2008). However, in the 
current study planning was less salient and only important for the prediction of UPE 
in the SWL intervention. While this finding may appear unsupportive of existing 
research, alternate explanations are possible within the context of the present study. 
Firstly, planning maybe less influential at predicting adaptive eating behaviour as 
measured by IE, and better suited to predicting adaptive eating measured by dietary 
behaviour such as consuming more fruit and vegetables or less fatty foods. In 
addition, in the SWL intervention, the nature of LAGB surgery places a physical 
restriction on the amount of food that can be consumed and planning behaviours may 
be less influential where physiology becomes more important for stopping eating 
when a feeling of satiety is reached (e.g. RIHS and PE). That planning was related to 
UPE, a component representing direct control of eating behaviour provides support 
for this idea.
3.5.3 The prediction of weight loss
Interestingly, the only component of the lES able to predict a significant amount of 
weight loss in both interventions was UPE. In the SWL intervention post-operative 
UPE was able to significantly predict weight loss at six months, whereas in the BWL 
intervention pre-intervention UPE was able to significantly predict weight loss at six 
months. These findings might suggest that in patients undergoing SWL, post­
operative eating behaviour is more important for weight loss success supporting 
much of the existing literature in this field (e.g. Hsu, Betancourt, & Sullivan, 1996). 
However, in individuals attempting BWL pre-treatment eating behaviours might be 
more influential for predicting outcome.
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Interestingly the association between the component UPE and weight loss differed 
between interventions. In the SWL intervention greater levels of UPE were 
associated with poorer weight loss, whereas in the BWL intervention the opposite 
was found; greater levels of UPE were associated with greater weight loss. This 
finding suggests that UPE is an adaptive form of eating behaviour in individuals 
opting for BWL interventions, however in patients undergoing SWL it may in fact be 
maladaptive. Given that immense physiological restrictions are placed on eating 
behaviours with negative side-effects related to physical wellbeing and weight loss if 
these restrictions are pushed, then the finding that UPE might not be an adaptive 
form of eating in patients opting for SWL seems logical.
3.5.4 Implications for research and practice
These results have important implications for research and practise. The practical 
implication of this study is to highlight the importance of post-operative eating 
behaviour for weight loss in individuals undergoing SWL highlighting the need for 
good post-operative support from the multidisciplinary bariatric team for eating 
behaviour. In BWL interventions, results suggest that programs should encourage 
UPE (sensibly) in order to achieve greater weight loss, supporting existing research 
that has investigated restricting eating and weight (e.g. Tuschl, 1990).
Building on current research, the results provide support for the effectiveness of 
volitional self-efficacy beliefs at predicting healthy eating behaviour in the domain of 
weight loss, and may suggest that planning is only a useful predictor of eating 
behaviour when the change is a conscious change, under ones direct control, i.e.
UPE; I will eat more finit, rather than when the change has a more physiological root 
i.e. the message to the brain from the stomach indicating satiety. In addition, that the 
influence of planning varied between interventions suggests that its importance for 
the prediction of eating behaviour might vary between modes of weight 
management.
Finally, adding to the current knowledge base on intuitive eating measured using the 
lES, the findings of the present study suggest that overall, the lES might not be the 
most useful tool to use for the prediction of weight loss outcome and the results
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question whether the component UPE is a useful tool for measuring adaptive eating 
in patients undergoing SWL.
3.5.5 Methodological limitations
It must be noted that this study has several limitations. Firstly, due to limited access 
to high numbers of patients undergoing SWL and BWL interventions in the local 
area, the sample size was small. In addition, attrition in both groups was high which 
may have affected the power to identify all possible relationships. Therefore, similar 
studies with larger sample sizes are needed that replicate these findings. Finally the 
use of self-reported data for the post-treatment assessment of weight loss has been 
criticised and validation studies suggest that obese individuals tend to underreport 
weight (Rowland, 1990) which may have affected the strength of our results.
3.6 Chapter conclusion: Towards an understanding of the role of social- 
cognitions and eating behaviours in predicting weight loss
The present findings contribute to the understanding of some of the mechanisms that 
are involved in health behaviour change in individuals attempting SWL and BWL 
interventions. The traditional view, that intentions are the best predictors of 
behaviour (Fishbein & Ajzen, 1975), becomes questionable in light of the present 
findings and post-intentional constructs might allow for a more direct prediction of 
behaviour. Self-efficacy appears to be important for the prediction of intention and 
adaptive eating in the domain of weight loss however, that its influence was stronger 
in SWL patients suggests that the salience of components from the model might vary 
between modes of weight management. It seems that weight loss interventions affect 
cognitions differently and may therefore hold differing levels of importance for 
prediction of outcomes. Volitional self-efficacy and planning appear to be associated 
with the component UPE which is associated with weight loss, therefore developing 
strategies that target these components particularly in patients undergoing SWL, 
seems like a useful strategy for increasing weight loss.
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STUDY 1 
Part 3
A Quantitative Longitudinal Study Investigating 
Predictors of Maladaptive Eating
4.1 Chapter Overview
The previous chapter examined the role of components from the HAPA model for 
the prediction of intention and intuitive eating. This chapter follows on from this and 
investigates the role of the intention and volitional components from the model for 
maladaptive eating behaviours in the same participants. Section 4.2 introduces the 
study and the aims while section 4.3 describes the study design in detail. The results 
are presented in section 4.4 which are then discussed in section 4.5. The implications 
for research and practice and methodological limitations are also presented in this 
section. The conclusion in section 4.6 summarises the findings addressing how they 
add theoretical knowledge to the understanding of mechanisms involved with 
maladaptive eating behaviour, highlighting the importance of post-intentional 
constructs i.e. volitional self-efficacy for the prediction of maladaptive eating 
behaviour and intention for maladaptive eating behaviour change.
4.2 Introduction
The World Health Organisation (2003) predicts that by 2015, more than 700 million 
people will be obese. Many different interventions are available to treat overweight 
and obesity the two most common approaches are behavioural weight loss (BWL) 
and surgical weight loss (SWL) interventions.
4.2.1 Weight loss interventions
BWL interventions typically produce an 8% to 10% reduction in initial weight 
(Davidson et al., 1999; Haas, Moore, Kaplan, & Lazorick, 2012; Nanchahal et al..
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2012; National Obesity Education Initiative of the National Heart, Lung, and Blood 
Institute, in cooperation with the National Institute of Diabetes and Digestive and 
Kidney Diseases, 1995), however, weight regain after treatment discontinuation is 
often significant and can exceed baseline body weight (Davidson et ah, 1999; Jones, 
Smith, Kelley, & Gray, 1995).
Although SWL interventions have become a popular treatment for obesity, providing 
25-75kg of weight loss after 2-4 years (Douketis, Macie, Thabane, & Williamson, 
2005), a number of patients (up to 20%) fail to lose a significant amount of weight 
postoperatively (Brolin, Kenler, Gorman, & Cody, 1999; Hsu et al, 1998; Larsen et 
al, 2004), and many patients fail to realise that initial weight loss and long term 
maintenance can only be achieved if strict diet and behavioural changes are made.
4.2.2 Predictors of health behaviour
In an attempt to identify predictors of health behaviour and health behaviour change, 
several health behaviour models have been developed. Health behaviour theories 
propose that a person’s behaviour is an outcome of conscious intentions and have 
attempted to link health intentions directly to behaviour. These include the Theory of 
Reasoned Action (TRA; Fishbein & Ajzen, 1975), the Theory of Planned Behaviour 
(TPB; Ajzen & Madden, 1986) and Protection Motivation Theory (PMT; Rogers, 
1983). However these have all been criticised for being better able to predict 
intention variance rather than behaviour variance. A model developed to overcome 
such criticisms is the Health Action Process Approach model (HAPA) that also 
includes post-intentional factors that are thought to bridge the gap between intentions 
and behaviour.
4.2.3 The HAPA model: A brief overview
The HAPA model is based on Social-Cognitive Theory (SCT; Bandura, 1986) and 
Volition Theory (Heckhausen, 1991) and combines factors from these theories and 
includes additional variables. It suggests that the adoption, initiation, and 
maintenance of health behaviours must be explicitly conceived as a process that 
consists of two distinct phases: a motivational phase that leads to the formation of an 
intention and a volitional phase that leads to behaviour.
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4.2.3.1 Motivational phase
In the motivational phase individuals form an intention to act and will either adopt a 
precaution measure (e.g. carry out regular breast self-examination), or change risk 
behaviours in favour of healthy alternatives (e.g. adopt a healthy diet). During this 
phase three factors are thought to play a role in the formation of an intention: risk 
perception, outcome expectancies and self-efficacy.
4.2.3.2 Volitional phase
After an individual has developed an intention to adopt a particular health behaviour, 
the individual will move into the next phase of the model: the volitional phase. This 
phase consists of three levels: cognitive, behavioural and situational, the focus being 
on cognitions that instigate and control the behaviour in various situations. Planning 
and self-efficacy (coping and recovery self-efficacy) are thought to play major roles 
in this phase.
4.2.4 Application of the HAPA model to healthy eating behaviour
Studies applying components fi*om the HAPA model to the prediction of adaptive 
eating behaviours have successfully predicted behaviour. For example, intention has 
been found to predict eating a low fat diet (e.g. Renner & Schwarzer, 2005), planning 
has been found to predict an increase in the consumption of fiuit and vegetables (e.g. 
Reuter, Ziegelmann, Wiedemann, & Lippke, 2008) and self-efficacy has been found 
to predict dietary behaviours such as an increase in fiuit and vegetable consumption 
(Contento, Randell, & Basch, 2002; Van Duyn et al., 2001), adoption of a low fat 
diet (Renner & Schwarzer, 2005), and a low fat and high fibre diet (Schwarzer & 
Renner, 2000). Despite this however, no studies to date have investigated the 
usefulness of the HAPA model for the prediction of unhealthy (maladaptive) eating 
behaviours in samples of individuals enrolling in weight loss interventions.
4.2.5 Maladaptive eating behaviour
Although there are many different forms of maladaptive eating behaviours, the two 
most associated with obesity and weight loss are binge eating (BE) and emotional 
eating (EE).
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4.2.5.1 Binge eating
Binge Eating Disorder (BED) is defined in the DSM-IV (APA, 1994) as BE (the 
consumption over a discrete period of time an amount of food that is ‘definitely 
larger’ than most people would eat in the same period of time under similar 
circumstances), while feeling a sense of loss of control over eating, at least two days 
a week for six months, followed by feelings of self-recrimination and distress but not 
by compensatory behaviours. Although BED does exist in the non-obese population, 
it is more prevalent in the obese population, with an estimated 30% of obese 
individuals seeking treatment reported as suffering from the disorder (Saunders,
1999; Spitzer et al., 1993). Evidence suggests that BED is strongly related to obesity 
(Hudson, Hiripi, Pope, & Kessler, 2007), and is thought to be associated with earlier 
onset of obesity and increased BMI (Hsu et al., 2002; Wilfley, Wilson, & Agras, 
2003). Further, research investigating the effects of BE on weight loss outcome in 
individuals undergoing BWL interventions consistently reports a poor weight loss 
outcome (e.g. Grilo & Masheb, 2005; Grilo, Masheb, Wilson, Gueotguieva, &
White, 2011). Similar findings are reported for SWL interventions (e.g. Hsu, 
Sullivan, & Benotti, 1997), although the association between BE and weight loss in 
this population is less clear with research also reporting a better weight loss outcome 
(e.g. Boan et al., 2004; Latner et al., 2004).
4.2.5.2 Emotional eating
An alternative form of maladaptive eating is Emotional Eating (EE) defined by 
eating in response to negative emotion and is common in highly obese individuals 
and is often carried out in secret, usually at home (Canetti, Bachar & Berry, 2002). It 
has been reported that episodes of BE are often triggered by negative emotions and 
that increased negative emotions leads to increased episodes of BE (Deaver, 
Miltenberger, Smyth, Meidinger, & Crosby, 2003; Polivy & Herman, 1993). Its 
prevalence in the bariatric surgery population has consistently been reported with 
studies reporting its occurrence in approximately 40% of patients (e.g. Guerdjikova 
et al., 2007). In addition, EE has also shown to be highly prevalent in obese 
individuals undergoing BWL programs, and it has been reported that a common 
characteristic found in individuals who regain weight lost is eating in response to 
stressful or negative life events and negative emotions (Byrne, Cooper, & Fairbum,
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2003; Kayman, Bruvold, & Stem, 1990). In both interventions EE has been 
associated with a poorer weight loss outcome following intervention (e.g. Canetti et 
al., 2009; Niemeier, Phelan, Fava, & Wing, 2007).
Although many studies exist that have investigated the association between 
maladaptive eating and weight loss, less research reports on predictors of these 
behaviours in individuals attempting weight loss. Since maladaptive eating 
behaviours are thought to play a role in the development of obesity and affect weight 
loss outcome in individuals attempting to lose weight, it seems important to 
investigate predictors of these behaviours in order to develop interventions designed 
to reduce these behaviours in order to increase treatment success.
4.2.6 Aim
The aim of this study was to investigate the role of intention and volitional 
components from the HAPA model for the prediction of maladaptive eating 
behaviour and maladaptive eating behaviour change in individuals undergoing BWL 
and SWL interventions. In order to inform the most effective time for intervention 
delivery, pre and post-intervention measures of the components were examined as 
predictors.
Two research questions have been posed:
(1) Do post-intentional constructs, that is, planning and volitional self-efficacy 
account for variance in maladaptive eating behaviours and maladaptive eating 
behaviour change after considering intention?
(2) Does this apply to individuals receiving SWL and BWL interventions?
4.3 Method
4.3.1 Participants
4.3.1.1 SWL intervention
Forty nine out of 55 participants approached (13 male, 36 female) were recruited 
from several private hospitals in Kent where they were scheduled to undergo SWL, 
namely laparoscopic adjustable gastric banding (LAGB). The remaining 6 declined
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to take part. Mean age was 41.35 years {SD = 10.4; range = 21-61). Surgical 
indications were a BMI > 40kg/m^ or a BMI of 35-40kg/m^ with serious comorbidity.
4.3.1.2 BWL intervention
Fifty participants (8 male, 42 female) were recruited from a weight loss centre in 
Kent where they were scheduled to undertake a BWL program which involved 
adopting a very low calorie diet. Mean age was 41.4 years (SD = 10.6; range = 26- 
60).
4.3.2 Design
A longitudinal study was conducted over a six month period. The participants had 
given signed informed consent before participating. The first measurement (Time 1) 
was taken two weeks prior to surgery for individuals in the SWL intervention and 
two weeks prior to starting the program for individuals in the BWL intervention. The 
second and third measurements were taken three and six months later.
4.3.3 Measures
Demographic characteristics, intentions, volitional self-efficacy, diet planning and 
maladaptive eating were measured at Time 1. Intentions, volitional self-efficacy, diet 
planning and maladaptive eating were measured again at Time 2 and maladaptive 
eating was measured again at Time 3 (see Appendices A and B).
4.3.3.1 Demographic characteristics
Participants completed measures of their age, height, weight, gender, education, 
ethnicity, income and marital status.
4.3.3.2 Height and weight
The researcher measured participants’ height and weight. Height was measured 
using a wall-mounted ruler. Weight was measured in light clothing and without shoes 
on a digital scale. Participants measured and reported their own weight at T2 and T3. 
These scores were used to calculate the participants’ BMI scores.
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4.3.3.3 Intentions
Behavioural intentions were assessed using one item of similar wording to that used 
by Renner and Luszczynska (2008), but adapted to suit the current study. Participants 
were asked to respond to the following statement, “I intend to follow the set 
guidelines post-operatively or I intend to follow the set program guidelines”. 
Responses were made using five-point Likert scales ranging fi-om (1) strongly 
disagree to (5) strongly agree.
4.3.3.4 Volitional self-efficacy 
Coping self-efficacy
Coping self-efficacy was measured using an 11 item measure, taken from Renner and 
Schwarzer (2003), designed to measure exercise coping self-efficacy but adapted for 
the current study. For the SWL intervention the wording was changed to assess 
coping self-efficacy relating to following post-operative guidelines and for the BWL 
intervention, the wording was changed to assess coping self-efficacy relating to 
following the program guidelines. Participants were asked, “It is important to always 
continue to follow the postoperative/program guidelines. How sure are you that you 
can continue to follow the postoperative/program guidelines?” After this header, 
responses were elicited to questions such as “I am quite sure that I can continue to 
follow the postoperative/program eating guidelines even if...” Original response 
items were used. Responses were made using five-point Likert scales ranging from 
(1) strongly disagree to (5) strongly agree. The total score was the mean of the items. 
A higher score indicated higher levels of coping self-efficacy.
Recovery self-efficacy
Recovery self-efficacy was measured using three items, taken fi-om Renner and 
Schwarzer (2003), designed to measure exercise recovery self-efficacy but adapted to 
suit the current study. Participants were asked “In spite of good intentions you might 
relapse. Imagine you stopped following the postoperative/program eating guidelines 
for a long period. How confident are you that you can start to follow them again 
after that long pause?” After this, header responses were elicited to statements such 
as “I am quite sure that I can reengage in following the postoperative/program eating
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guidelines after a long pause even if...” Original response items were used. 
Responses were made using five-point Likert scales ranging fi-om (1) strongly 
disagree to (5) strongly agree. The total score was the mean of the items. A higher 
score indicates higher levels of recovery self-efficacy.
In the current study, coping and recovery self-efficacy measures were merged to 
form volitional self-efficacy (VSE). The total score was the mean of the items. A 
higher score indicates higher levels of volitional self-efficacy.
4.3.3.5 Planning
For the assessment of diet planning, items were taken fi-om the implementation and 
coping planning scales by Renner and Schwarzer (2003). The header was changed 
fi-om “A lot of people try to change their nutrition habits and eat less salt and less 
fatty or greasy food. How about you?” to “A lot of people try to change their 
nutritional habits how about you?” After this header, responses were elicited to the 
statement “I already have concrete plans...” Original response items were used and 
responses were made using five-point Likert scales ranging from (1) strongly 
disagree to (5) strongly agree. A total score for planning was the mean of the items. 
A higher score indicates higher planning behaviours.
4.3.3.6 Maladaptive eating 
Emotional overeating
The present research chose to measure emotional overeating because, particularly in 
individuals undergoing SWL interventions, overeating is associated with a number 
negative side-effects as well as poor weight loss. Emotional overeating was 
measured using the Emotional Overeating Questionnaire (Masheb & Grilo, 2006). It 
is a nine-item self-report questionnaire designed to measure overeating in response to 
the following emotions (a) ANXIETY (b) SADNESS (c) LONELINESS (d) 
TIREDNESS (e) ANGER (f) HAPPINESS (g) BOREDOM (h) GUILT and (i)
PAIN. The response set for the nine items was a seven-point scale reflecting the 
frequency of days in which the behaviour occurred in the past month (i.e., 1 = no 
days, 2 = 1-5 days, 3 = 6-12 days, 4 = 13-15 days, 5 = 16-22 days, 6 = 23-27 days.
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and 7 = every day). The total score for EO was computed by adding the responses of 
the nine items. Higher scores reflect more frequent emotional overeating.
Binge eating
Binge eating was assessed with the Eating Disorders Diagnostic Scale (EDDS; Stice, 
Telch & Rizvi, 2000). The EDDS is a 22-item self-report scale intended to assess the 
DSM-IV (APA, 1994) criteria for anorexia nervosa, bulimia nervosa and binge 
eating disorder (Stice, Telch & Rizvi, 2000; Stice, Fisher & Martinez, 2004). This 
measure is well validated and reliable, exhibiting validity with interview-based 
diagnoses, convergent validity with risk factors for eating pathology, and internal 
consistency (Stice et al., 2000). In order to make a diagnosis of DSM-IV (APA, 
1994) binge eating disorder, items 5-18 were used from the EDDS. Items 1-4 and 
19-22 were not included in our measures because they are measures of anorexia 
nervosa. Items that refer to a particular time frame (i.e. in the past six months), were 
all changed to ‘the past month’ to standardise responses throughout the 
questionnaire. Specific algorithms are provided for determining whether the 
participant meets diagnostic criteria for BED, or not, which was used to determine 
the presence of BED.
4.3.4 Procedure
Prior to conducting the study, ethical approval was obtained from the ethics 
committee at the University of Kent, from the head office of the private hospitals and 
from the head office of the BWL program.
4.3.4.1Time 1
Surgical weight loss intervention: At consultation with the surgeon, participants 
were given an information sheet containing details of the study (Appendix C). Two 
weeks later, at surgical pre-assessment, participants were asked by the researcher if 
they were happy to participate in the study. If so, participants signed two consent 
forms (one for their own records, the other for the researcher’s records; Appendix 
D).They were also asked to provide the researcher with details of their home address 
for completion of follow up questionnaires (Appendix M).
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Behavioural weight loss intervention: At the pre-program consultation with the 
program manager, participants were given an information sheet containing details of 
the study (Appendix C). When starting the program two weeks after consultation, 
participants were asked by the researcher if they were happy to participate in the 
study. If so, participants signed two consent forms (one for their own records, the 
other for the researcher’s records; Appendix D) and were asked to provide the 
researcher with details of their home address for completion of follow up 
questionnaires (Appendix E).
4.3.4.2 Time 2
Three months after completion of the Time 1 questionnaire, participants were sent 
the Time 2 questionnaire (to their home address) and asked to complete the 
questionnaire and return it in the stamped, addressed envelope provided.
4.3.4.3 Time 3
Six months after completing the Time 1 questionnaire, participants were sent the 
final (Time 3) questionnaire (to their home address) and asked to complete the 
questionnaire and return it in the stamped, addressed envelope provided. On 
completion of the study, participants were debriefed (Appendix F) and thanked for 
their voluntary participation.
4.3.5 Analytic Strategy
When designing the study, the initial plan was to use path analysis with maximum 
likelihood estimation to examine the longitudinal associations between components 
of the HAPA model as well as with maladaptive eating behaviour. However, after the 
period of data collection ended, the sample size was deemed too small. Therefore 
several regression analyses were performed to assess the utility of components from 
the model for the prediction of maladaptive eating behaviour.
Because much research in the area of maladaptive eating behaviour in individuals 
undergoing SWL suggests that individuals change their maladaptive eating 
behaviours as a result of surgery (e.g. White et al., 2006) a change in maladaptive 
eating was also included as an outcome measure. A change in maladaptive eating
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behaviour was calculated by subtracting Time 1 scores from Time 2 scores, meaning 
a negative value indicates a decrease.
Initially, descriptive statistics and correlations were computed. Although BE is a 
categorical variable and is therefore classed as being non-normally distributed, it 
only has two categories (0 or 1) therefore Pearsons correlation was deemed 
appropriate (Field, 2005). When inspecting correlations significantly large 
associations between coping and recovery self-efficacy were observed therefore the 
two measures were merged to form volitional self-efficacy. This was deemed 
acceptable because the two scales measure almost the same cognition.
In order to investigate prediction, regression analyses were performed. For the 
prediction of maladaptive eating behaviours and change in maladaptive eating 
behaviours, intention was entered into the regression equation before planning and 
volitional self-efficacy to study the incremental explanatory power of volitional 
variables over and above the effect of behavioural intentions
4.3.5.1 Predicting emotional overeating and change in emotional overeating
The first two regression analyses investigated pre-treatment predictors of EO 
behaviour at Times 2 and 3. We followed a hierarchical approach entering Time 1 
intention in step 1 and Time 1 planning and volitional self-efficacy in step 2. In order 
to investigate post-treatment predictors of EO at Time 3, the analyses comprised 
entering Time 2 intention in step 1 and Time 2 planning and volitional self-efficacy 
in step 2. In order to investigate prediction of a change in EO, the next analyses 
comprised entering Time 1 intention in step 1 and Time 1 planning and volitional 
self-efficacy in step 2.
Because multivariate outliers may distort the results of multivariate analyses, 
variables were screened for multivariate outliers following recommendations by 
Tabachnick and Fidell (2007, pp. 99-104). For each case the Mahalanobis distance 
from the rest of the cases was computed. No case showed a Mahalanobis distance 
larger than the critical value (3) = 1626, p <  .001. No case showed missing data.
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4.3.S.2 Predicting binge eating and change in binge eating
In order to investigate predictors of BE (a dichotomous variable; ‘0’ no BE and ‘T 
BE present) three logistic regression analyses were computed. The first two analyses 
investigated pre-treatment predictors of BE at Times 2 and 3. We followed a 
hierarchical approach entering Time 1 intention in step 1, and Time 1 planning and 
volitional self-efficacy in step 2. In order to investigate post-treatment predictors of 
BE, the analysis comprised entering Time 2 intention in step 1 and Time 2 planning 
and volitional self-efficacy in step 2. In order to investigate a change in BE a 
multiple regression analysis was carried out entering Time 1 intention in step 1 and 
Time 1 planning and volitional self-efficacy in step 2.
Because multivariate outliers may distort the results of multivariate analyses, 
variables were screened for multivariate outliers following recommendations by 
Tabachnick and Fidell (2007, pp. 99-104). For each case the Mahalanobis distance 
from the rest of the cases was computed. No case showed a Mahalanobis distance 
larger than the critical value (3) = 16.26,/? < .001. No case showed missing data.
4.4 Results
4.4.1 Attrition
A total of 43 (88%) participants completed Time 2 measures from the SWL 
intervention and a total of 40 (80%) completed Time 2 measures from the BWL 
intervention. A total of 33 participants (67%) completed Time 3 measures from the 
SWL intervention and a total of 31 participants (62%) completed Time 3 measures in 
the BWL intervention. Attrition analyses indicated that in the SWL intervention 
participants who dropped out of the study did not differ from completers at each time 
point (see Table 4.1). In the BWL intervention, participants who dropped out of the 
study differed from completers at Time 2 on gender (see Table 4.2).
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4.4.2 Demographic characteristics
Demographic characteristics of the participants can be found in Table 4.3. Although 
participants were comparable by age, gender and ethnicity, mean BMI was much 
greater in the SWL intervention and the mean income in the BWL intervention was 
just under double that of the SWL intervention.
Table 4.3: Demographic characteristics of subjects by intervention
SWL 
{n = 49)
BWL
(« = 50)
Age (y) 41.35 ± 10.41 41.42 ± 10.62
BMI 43.10+8.53 32.89+5.68
Gender %(«)
Female 73.5(36) 84(42)
Male 26.5(13) 16(8)
Ethnic origin %(«)
Indian 2(1) 4(2)
Black Caribbean 0 2(1)
Black -  other 4.1(2) 0
Mixed race 4.1(2) 0
White - UK or Irish 73.5(36) 68(34)
White - Other European 8.2(4) 8(4)
White -  Other 8.2(4) 16(8)
Other 0 2(1)
Age left full-time education 17.19 + 2.78^ 18.30 ±3.85
Level of Education (%)(«)
GCSE, CSE or equivalent 63.3(31) 39.1(18)’’
A Level 8.2(4) 13(6)”
Vocat qualification (e.g. NVQ) 12.2(6) 23.9(11)”
Degree (BA, BSc) 8.2(4) 13(6)”
Postgraduate degree (MSc, Ph.D.) 0 6.5(3)”
Other 8.2(4) 4.3(2)”
Household income (£) 37907.22+25888.33" 65435.90+77798.51'’
Marital status %{n)
Single 26.1(12)’’ 16(8)
Married 50(23)’' 60(30)
Divorced or separated 13(6)’’ 6(3)
Living with partner 10.9(5)’’ 18(9)
Note: BMI = body mass index. Age, BMI, age left full-time education, and 
household income expressed as means and standard deviation, 
h= 47, ’^ n = 46, = 32, % = 39.
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4.4.3 Reliability Analysis
Table 4.4 shows the coefficients of reliability (Cronbach’s alpha) of each scale. All 
scales showed acceptable reliability with alphas above .60 (Nunnally & Bernstein).
Table 4.4 Descriptive and reliability scores for variables according to 
intervention
SWL Intervention BWL Intervention
Variable M(SD) a n a n
T1 Intention 4.64(0.46) - 49 4.37(0.50) - 50
T2 Intention 4.39(0.49) - 43 4.18(0.68) - 40
. T1 Planning 3.22(1.13) .97 49 3.45(1.08) .96 50
T2 Planning 3.83(0.76) .94 43 3.64(0.64) .90 40
T1 Volitional self-efficacy 3.98(.56) .94 49 3.76(.55) .89 50
T2 Volitional self-efficacy 3.80(0.62) .95 42 3.81(0.66) .93 39
T1 Emotional overeating 2.10(1.32) .95 48 1.94(1.34) .95 50
T2 Emotional overeating 1.33(0.43) .89 43 1.28(0.35) .79 40
T3 Emotional overeating 1.23(0.44) .86 33 1.47(0.68) .85 31
T1 Binge eating - .60 48 - .62 50
T2 Binge eating - .60 43 - .67 40
T3 Binge eating - .70 33 - .60 31
Change EO -.68(1.10) - 43 -.53(1.18) - 40
Change BE -.45(.50) - 42 -.13(.52) - 40
Note. EO = emotional overeating. BE = binge eating. Scores for self-efficacy, intention and 
planning are mean scores with a possible range of 1-5 (“strongly disagree” -  “strongly 
agree”). Scores for emotional overeating are mean score with a range of 1-7 (“No days” -  
“every day”). Scores for binge eating are mean scores with a possible score of 0 or 1 (“No 
binge eating present” -“binge eating present”).
4.4.4 Predicting maladaptive eating behaviour and maladaptive eating 
behaviour change
Results of evaluation of assumptions led to the transformation of some of the 
variables to reduce skewness and improve the normality. Emotional overeating and 
intention appeared non-normal, therefore a Kolmogorov-Smimov test was performed 
to compare the scores in the sample to a normally distributed set of scores with the 
same mean and deviation. This test was significant for both variables meaning the 
distribution was significantly different from normal. Reciprocal transformation was 
carried out on EO which reduced the impact of the larger scores. Because this form 
of transformation reverses the scores, scores were reversed before transformation by 
finding the highest score and changing each score to the highest score minus the
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actual score (l/(Xhighest -  Xactuai)- Intention was negatively skewed without 
transformation which remained unchanged with transformation; it was not 
transformed.
4.4.4.1 The role of pre-intervention intention, planning and volitional self- 
efficacy in predicting Time 2 emotional overeating
SWL intervention
Correlation analysis revealed that Time 1 volitional self-efficacy was associated with 
Time 2 EO (see Table 4.5). Results of the hierarchical regression analyses predicting 
Time 2 EO are provided in Table 4.7. When entering intention into the equation in 
step 1, adjusted was not significantly different from zero, R^= -.02, F( 1,42)=. 17,
p=.69. However, addition of planning and volitional self-efficacy resulted in a 
significant increment in adjusted (.13), F(3,42)=3.08,/?=.04. This pattern of 
results suggests intention is unable to predict a significant amount of variance in 
Time 2 EO, however, 13% of the variability is predicted by planning and volitional 
self-efficacy, with volitional self-efficacy being a significant predictor. Interestingly 
and unexpectedly, volitional self-efficacy showed a negative correlation indicating 
that as volitional self-efficacy increased, intention decreased.
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BWL intervention
Correlation analysis revealed that Time 1 intention was significantly associated with 
T2 EO (see Table 4.6). Results of the hierarchical regression analyses predicting 
Time 2 EO are provided in Table 4.7. After step 1 with intention in the equation, 
R^=.12, F(1,39)=6.45,/7=.02. After step 2, with planning and volitional self-efficacy 
added to the prediction of Time 2 EO, = .12, F(3,39) = 2.74,/?=.052. This pattern 
of results suggests intention predicts 12% of the variance in Time 2 emotional 
overeating, and planning and volitional self-efficacy adds no further to the 
prediction.
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Table 4.7: Regression analyses for Time 1 variables predicting Time 2 
Emotional overeating
SWL Intervention BWL Intervention
(w=43) («=40)
Variable B SEE B Adj. B SEE P Adj.
R^
Step 1
Intention -.06 .14 -.06
-.02
-.26 .10 -.38**
.12*
Step 2
Planning
Volitional
.11
-.33
.06
.12
.27
-.42**
.13*
-.06
-.03
.05
.09
-.20
-.05
.12*
SE
Note. SE = self-efficacy.
V<-05 *V<-01 ***/?<.001.
4.4.4.2 The role of pre-intervention intention, planning and volitional self- 
efficacy in predicting Time 3 emotional overeating
Correlation analysis revealed that Time 1 volitional self-efficacy was associated with 
T2 and T3 BE (see Table 4.5). Results of the hierarchical regression analyses are 
provided in Table 4.8. Although volitional self-efficacy was able to predict a 
significant amount of variance in T3 EO the model did not reach significance.
Table 4.8: Regression analyses for Time 1 variables predicting Time 3 
Emotional Overeating__________________________________________________
SWL Intervention BWL Intervention
(«=33) («=31)
Variable B SEE P Adj
R^
B SEE B Adj
R^
Step 1 -.03 -.02
Intention .07 .16 .08 .17 .25 .13
Step 2 .04 -.07
Planning .02 .07 .04 -.03 .12 -.05
Volitional SE -.28 .14 -.36* .16 .22 .14
Note. SE = self-efficacy 
V <.05 *><.01 **><.001.
4.4.4.3 The role of post-intervention intention, planning and volitional self- 
efficacy for the prediction of Time 3 emotional overeating
In both interventions there were no significant association between Time 2 variables 
and Time 3 EO (see Tables 4.5 and 4.6). Results of the hierarchical regression
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analyses are provided in Table 4.9. In both interventions Time 2 variables were 
unable to predict a significant amount of variance in Time 3 EO.
Table 4.9: Regression analyses for Time 2 variables predicting Time 3 
Emotional Overeating______________________________________________
SWL Intervention BWL Intervention
(«=33) («=31)
Variable B SEB P Adj. B SEB P Adj.
R^
Step 1 .05 .08
Intention .25 .16 .28 -.32 .17 -.33
Step 2 .10 .04
Planning -.13 .11 -.23 -.17 .22 -.17
Volitional SE -.09 .14 -.14 .09 .20 .09
Note. SE = self-efficacy 
><.05 *><.01 ***/?<.001.
4.4.4.4 The role of pre-intervention intention, planning and volitional self- 
efficacy in predicting a change in emotional overeating
SWL intervention
Correlation analysis revealed that Time 1 intention was significantly associated with 
a change in EO (see Table 4.5). Results of the hierarchical regression analyses 
predicting change in EO are provided in Table 4.10. When entering intention into the 
equation in step 1, adjusted Fp was significantly different fi-om zero, R^=.14, 
F(l,42)=8.06,/?=.007. However, addition of planning and volitional self-efficacy did 
not result in a significant increment in adjusted fP (.15), F(3,42)=3.54,/?=.02 (see 
Table 4.10). This pattern of results suggests Time 1 intention predicts a significant 
amount of variance in change in EO and greater levels of intention predicts a 
decrease in EO. Planning and volitional self-efficacy add no further to the prediction.
BWL intervention
Correlation analysis revealed no significant association between Time 1 variables 
and a change in EO (see Table 4.5). Results of the regression analyses predicting 
change in EO are provided in Table 4.10. Adjusted Fp was not significantly different 
to zero at the end of each step and the final model was not significant F(3,39)=.53, 
p=.66 (see Table 4.10).
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Table 4.10: Regression analyses for Time 1 variables predicting change in 
Emotional Overeating
SWL Intervention 
(«=43)
BWL Intervention 
(«=40)
Variable B SEB
2
B SEB P Adj.R
2
Step 1 .14** .01
Intention .42 .33 .41** -.42 .37 -.18
Step 2 .15* -.04
Planning .10 .15 -.11 -.01 .18 -.01
Volitional SE .45 .29 .23 .21 .33 .10
Note. SE = self-efficacy 
><.05 *><.01 **><.001
4.4.4.S The role of pre-intervention intention, planning and volitional self- 
efficacy in predicting Time 2 binge eating
Because intention was measured using one item and participants scored either 4 or 5 
on the scale, this variable became categorical therefore, multi-way cross-tabulations 
were produced and checked. It was noted that in the SWL intervention, zero 
participants fell into the category of BE and scoring 4 on the intention scale, meaning 
there was incomplete information for the analysis. As a result, an extremely large 
standard error for the independent variable intention was produced, and apart fi*om 
collecting more data, the only option was to adopt a simpler model for this analysis 
by excluding intention. However, for the BWL intervention information was 
complete therefore intention was included in the model. In both interventions, a test 
of the models with all predictors against a constant-only model was not significant 
(see Tables 4.11 and 4.12).
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Table 4.11: Logistic Regression Analysis for Time 1 variables predicting Time 2 
Bing Eating: SWL Intervention
95% confidence
intervals for
odds ratio
Variable B Wald chi- Odds Lower Upper
square Ratio (Nagelkerke)
Planning .12 .03 1.13 .26 4.91 .15
Volitional self-efficacy -1.66 2.49 .19 .02 1.49
Constant 3.25 .54
Note. Model (2) = 1.59, p  = .27. n = 43.
Table 4.12: Logistic regression analysis for Time 1 variables predicting Time 2 
Binge Eating: BWL Intervention
95% confidence 
intervals for 
odds ratio
Variable B Wald chi- 
square
Odds
Ratio
Lower Upper
(Nagelkerke)
Step 1 .12
Intention -1.67 2.05 .19 .02 1.85
Constant 5.37 1.17
Step 2 .19
Planning -.48 1.22 .62 .26 1.45
Volitional self-efficacy .52 .22 1.68 .19 4.70
Constant 3.89 .41
Note. Step 1 %2 (1) = 2.54,p  = .11. Step 2 %2 (2) = 1.69,p  = .43. Model %2 (3) = 4.24, 
p  = .24. n = 40.
4.4.4.6 The role of pre-intervention intention, planning and volitional self- 
efficacy for the prediction of Time 3 binge eating 
SWL intervention
Correlation analysis revealed a significant association between volitional self- 
efficacy and Time 3 BE (see Table 4.5). A test of the full model with all three 
predictors against a constant-only model was not statistically significant, indicating 
that the predictors, as a set, cannot reliably predict Time 3 binge eating. Table 4.13 
shows the regression coefficients, Wald statistics, odds ratios and 95% confidence 
intervals for odds ratios for each of the predictors. According to the Wald criterion, 
only volitional self-efficacy reliably predicted Time 3 BE and step 2 reached
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significance. However, the odds ratio of .08 shows little change in the likelihood of 
BE on the basis of a one unit change in volitional self-efficacy.
BWL intervention
Correlation analysis revealed a significant association between volitional self- 
efficacy and Time 3 BE (see Table 4.6). The results of regression analysis can be 
found in Table 4.14. Although volitional self-efficacy was able to predict a 
significant amount of variance in Time 3 BE, a test of the model with all predictors 
against a constant-only model was not significant.
Table 4.13: Logistic regression analyses for Time 1 variables predicting Time 3 
Binge Eating: SWL Intervention.
Variable B Wald chi 
square
Odds
Ratio
95% confidence 
intervals for odds 
ratio
Lower Upper
(Nagelkerke)
Step 1 .01
Intention -.18 .03 .83 .12 5.85
Constant -.88 .04
Step 2 .32*
Planning -.34 .21 .72 .17 2.98
Volitional -2.49 4.49* .08 .01 .83
SE
Constant 10.25 1.83
Note. SE = self-efficacy. Step 1 y2 (1) = .03,/? = .86. Step 2 %2 (2) = 6.57,/? = .04. 
Model y l  (3) = 6.60,/? = .08. n = 33.
/? <.05.
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Table 4.14: Logistic regression analysis for Time 1 variables predicting Time 3 
Binge Eating: BWL Intervention.
Variable B Wald chi- 
square
Odds
Ratio
95% confidence 
intervals for odds 
ratio
Lower Upper
(Nagelkerke)
Step 1 .11
Intention 1.54 1.69 4.67 .46 47.63
Constant -8.80 2.41
Step 2 .31
Planning -.09 .03 .91 .33 2.52
Volitional -1.78 3.19 .17 .02 1.19
SE
Constant -1.79 .06
Note: SE = self-efficacy. Step 1 %2 (1) = 2.05,p  = .15. Step 2 %2 (2) = 4.10/? = .13. 
Model y2 (3) = 6.15,/? =.11. n = 31.
4.4.4.7 The role of post-intervention intention, planning and volitional self- 
efficacy for the prediction Time 3 BE
Correlation analysis revealed no significant associations between volitional variables 
and Time 3 BE (see Table 4.6). The results of regression analysis can be found in 
Table 4.15 and 4.16. For the both intervention groups, adjusted Fp was not 
significantly different to zero at the end of each step and the final models were not 
significant.
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Table 4.15: Logistic regression analyses for Time 2 variables predicting Time 3 
Binge Eating: SWL Intervention_________________________________________
95% confidence 
intervals for odds 
ratio
Variable B Wald chi- 
square
Odds
Ratio
Lower Upper (Nagelkerke)
Step 1 .07
Intention 1.10 1.21 3.00 .42 21.29
Constant -6.59 2.01
Step 2 .41
Planning -1.07 1.47 .35 .06 1.93
Volit. SE -1.58 233 .21 .03 1.56
Constant 1.09 .03
Note. Volit. SE = Volitional self-efficacy. Step 1 y l  (1) = 1.23,/> = .26. Step 2 %2 (2) 
= 7 .4 1 ,=  .03. Model y l  (3) = 8.65, =.03. n = 32.
Table 4.16: Logistic regression analysis for Time 2 variables predicting Time 3 
Binge Eating: BWL intervention
95% confidence 
intervals for odds 
ratio
Variable B Wald chi- Odds Lower Upper
square Ratio (Nagelkerke)
Step 1 .10
Intention -.99 1.78 .37 .09 1.60
Constant 238 .65
Step 2 .11
Planning -.37 .17 .69 .12 4.08
Volitional -.06 .01 .94 .22 4.05
self-efficacy
Constant 3.16 .81
Note. Step 1 y l (1)=1 .94, p  = .17. Step 2 y l  (2) = . l9,p = .91. Model %2(3) = 2.11,
p  =.55. n = 31.
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4.4.4.S The role of preoperative intention, planning and volitional self-efficacy in 
predicting a change in BE
SWL intervention
Correlation analysis revealed significant associations between Time 1 intention and a 
change in BE (see Table 4.5). Results of the hierarchical regression analyses 
predicting change in BE are provided in Table 4.17. When entering intention into the 
equation in step 1, adjusted was significantly different from zero, R^=.08, 
jF(1,41)=4.59,/?=.04. However, addition of planning and volitional self-efficacy did 
not result in a significant increment in adjusted (.06), F(3,41)=1.86,/?=.15. This 
pattern of results suggests baseline intention predicts a significant amount of variance 
in change in binge eating; greater intention predicts a decrease in BE following 
surgery. Planning and volitional self-efficacy add no further to the prediction.
BWL intervention
Correlation analysis revealed no significant associations between Time 1 intention 
and a change in BE (see Table 4.6). Results of the hierarchical regression analyses 
predicting change in BE are provided in Table 4.17. When entering intention into the 
equation in step 1, adjusted ^  was not significantly different from zero, R^=-.03,
F (1,39)=.05,/?=.82. Addition of planning and volitional self-efficacy did not result in 
a significant increment in adjusted ^  (-.01), F(3,39)=.86,/>=.47.
Table 4.17: Regression analysis for Time 1 variables predicting change in 
Binge Eating_________________________________________________________
SWL Intervention BWL Intervention
(«=42) («=40)
Variable B SEB P B SEB P
Step 1 .08" -.03
Intention .33 .16 .32* -.04 .17 -.04
Step 2 .06 -.01
Planning .08 .08 .17 -.02 .08 -.05
Volitional SE -.03 .14 -.04 .23 .14 .25
Note. SE = self-efficacy 
V<.05 *><.01 **><.001,
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4.5 Discussion
The present study aimed to investigate the role of intention and volitional 
components from the HAP A model for the prediction of maladaptive eating 
behaviours in patients undergoing SWL and BWL interventions. The major findings 
of this study are:
1. Components fi*om the HAP A model were better suited to predicting EO rather 
than BE
2. Components fi*om the HAP A model were better suited to predicting EO in the 
SWL intervention
3. The importance of volitional components varied when investigating behaviour and 
behaviour change
4. Post-treatment measures of variables were less important for the prediction of 
maladaptive eating
Taken together these findings suggest that volitional components fi*om the HAP A 
model do play a role in the prediction of maladaptive eating behaviours but the roles 
are dependent on the population being studied, i.e., the mode of weight management, 
the type of maladaptive eating behaviour and whether behaviour or behaviour change 
is being investigated. The results suggests that when investigating maladaptive eating 
behaviours, EO in particular, volitional components from the HAP A model, 
specifically volitional self-efficacy, are only relevant in SWL management and in 
individuals undergoing BWL different variables are involved. However, even in the 
SWL intervention, only a small amount of variance in EO was accounted for 
suggesting that other variables which are not included in the HAPA model influence 
EO in these patients also.
Supporting research reporting an association between volitional self-efficacy and 
adaptive eating behaviours such as an increase in fruit and vegetable consumption 
(Contento et al., 2002; Van Duyn et al., 2001), the adoption of a low fat diet (Renner 
& Schwarzer, 2005), the adoption of a low fat and high fibre diet (Schwarzer & 
Renner, 2000) and UPE (see previous chapter) the finding that volitional self- 
efficacy was able to predict a significant amount of variance in post-operative EO
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suggests that it is an important determinant of eating behaviour, both adaptive and 
maladaptive. That volitional self-efficacy was more influential than intention for the 
prediction of EO provides support for Schwarzers’ claim that people do not always 
behave in accordance with their intentions and post-intentional constructs that 
translate intentions into action are necessary for understanding behaviour as well as 
to inform intervention development.
Like self-efficacy, planning has been described as being an important post- 
intentional predictor of behaviour (Schwarzer, 1992; 2008). However, in the current 
study planning was less salient for the prediction of maladaptive eating behaviours in 
both modes of weight management. It seems plausible to suggest that planning 
maybe less influential at predicting maladaptive eating behaviour and better suited to 
predicting adaptive eating measured by dietary behaviour such as consuming more 
fruit and vegetables (e.g. Reuter, Ziegelmann, Wiedemann, & Lippke, 2008). 
Research suggests that episodes of BE are often triggered by negative emotions and 
that increased negative emotions leads to increased episodes of BE (Deaver, 
Miltenberger, Smyth, Meidinger, & Crosby, 2003; Polivy & Herman, 1993). Thus it 
seems plausible that in the presence of negative emotional states the influence of 
planning diminishes.
The finding that intention was not associated with maladaptive eating behaviour but 
was significantly associated with maladaptive eating behaviour change, both BE and 
EO, in the SWL intervention suggests that intentions do play a role in the prediction 
of behaviour but in this population it is in the prediction of behaviour change rather 
than the prediction of static behaviour. This finding highlights the importance of not 
neglecting intentions when investigating health behaviour and suggests that the 
salience of the components is dependent on whether maladaptive eating behaviour or 
maladaptive eating behaviour change is under investigation. Thus in this light 
Schwarzers’ claim that post-intentional constructs that translate intentions into action 
are necessary for understanding behaviour as well as to inform intervention 
development can be challenged.
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4.5.1 Implications for research and practice
These results have important implications for research and practise. The practical 
implication of this study is to highlight the utility of intentions for the prediction of 
maladaptive eating behaviour change, since the main aim of surgery for weight loss 
is to dramatically alter maladaptive eating behaviours. That patients can feel quite 
unwell if maladaptive eating behaviours are continued following surgery makes 
identification of predictors of maladaptive eating behaviour change even more 
important in this intervention. The present findings emphasise the importance of 
increasing pre-operative levels of intention to follow the intervention eating 
guidelines in order to decrease maladaptive eating behaviours and achieve weight 
loss and wellbeing.
Finally, the finding that in the SWL intervention maladaptive eating behaviours and 
behaviour change were predicted by pre-operative levels of intention and volitional 
self-efficacy but not by post-operative levels (or other post-operative variables) 
suggests that interventions might be more beneficial if delivered pre-intervention 
commencement. Building on current research, the results provide support for the 
effectiveness of volitional self-efficacy beliefs at predicting maladaptive eating 
behaviour in the domain of surgical weight loss and may suggest that planning is not 
a useful predictor of maladaptive eating behaviour or maladaptive eating behaviour 
change. In addition the results highlight how the role of intentions must not be 
overlooked when investigating the prediction of health behaviour change.
4.5.2 Methodological limitations
A limitation of the present study is its sample size. Unfortunately in the period of 
time allocated for collection of the longitudinal data, fewer participants were 
recruited than initially anticipated. This meant that analyses were limited to 
regression analyses, which did not allow for a test of the entire HAPA model. Thus, 
associations between variables were not fully tested. Further, a smaller sample size 
meant that the power to detect associations was low, which is highlighted in this 
study by the small to medium effect sizes observed in some of the analyses that 
didn’t quite reach significance.
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4.6 Chapter conclusion: Towards an understanding of the role of social- 
cognitions and eating behaviours for the prediction of weight loss
The present findings contribute to our understanding of some of the mechanisms 
involved in health behaviour change in individuals attempting to lose weight. In 
SWL patients post-intentional constructs such as volitional self-efficacy might allow 
for a more direct prediction of maladaptive eating behaviour, although intentions 
might allow for a better prediction of maladaptive eating behaviour change. That 
components from the HAPA model were only salient for the prediction of 
maladaptive eating behaviour and maladaptive eating behaviour change in the SWL 
intervention, suggests their salience varies according to the mode of weight 
management. In addition, that components were better suited to the prediction of EO 
and not BE behaviour suggests that the utility of these components also varies 
according to the type of behaviour under investigation. Intention appears to be 
associated with decreasing levels of EO and BE following surgery and therefore 
developing strategies that target intentions in patients undergoing SWL, seems like a 
useful strategy for improving outcomes.
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STUDY 1 
Part 4
A Quantitative Longitudinal Study Investigating the 
Role of Binge Eating and Emotional Eating in 
Weight Loss Post Weight Loss Treatment
5.1 Chapter Overview
This chapter follows on from the previous study and investigates the role of 
maladaptive eating behaviours for weight loss in the same participants. Section 5.2 
introduces the study and the aims while section 5.3 describes the study design in 
detail. The results are presented in section 5.4 which are then discussed in section 
5.5. The implications for research and practice and methodological limitations are 
also presented in this section. The conclusion in section 5.6 summarises the findings 
addressing how they add theoretical knowledge to understanding the role of 
maladaptive eating behaviours for weight loss in individuals undergoing behavioural 
and surgical weight loss interventions and suggests strategies for practice with the 
aim of improving weight loss outcome.
5.2 Introduction
Highlighted throughout this research the prevalence of obesity in the UK continues 
to rise (WHO, 2003) and behavioural weight loss (BWL) and surgical weight loss 
(SWL) interventions report a number of participants failing to lose weight (Brolin, 
Kenler, Gorman, & Cody, 1999; Davidson et al., 1999; Hsu et al., 1998; Jones, 
Smith, Kelley, & Gray, 1995). As a result researchers have sought to identify 
psychological and behavioural predictors of treatment-induced weight loss with the 
aim of improving treatment efficacy.
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To date, much research has focused on maladaptive eating behaviours such as binge 
eating (BE) and emotional eating (EE), which are thought to be associated with 
negative emotional states as well as successful weight loss outcomes (Greeno, Wing, 
& Shiffinan, 2000). However, their role in weight loss in individuals undergoing 
weight management interventions is controversially discussed in the literature, 
particularly in individuals enrolling in SWL interventions.
5.2.1 The role of binge eating in weight loss
In individuals undergoing SWL interventions a number of studies report that higher 
pre-treatment levels of BE predicted poorer weight loss (e.g. Hsu, Sullivan, & 
Benotti, 1997), whereas others have found no evidence to support this (Bocchieri- 
Ricciardi et al., 2006; Powers, Perez, Boyd, & Rosemurgy, 1999; White, Masheb, 
Rothschild, Burke-Martindale, & Grilo, 2006;) and some have even reported better 
weight loss outcomes (e.g. Latner & Wilson, 2002). In addition, studies have 
reported that BE can continue or develop post-operatively affecting weight loss 
outcome (Hsu, Betancourt & Sullivan, 1996; Scholtz et al., 2007) whereas others 
report a decrease or disappearance following surgery (Colies, Dixon, & O’Brien, 
2008; Powers et al., 1999;White et al., 2006).
However findings of studies investigating the role of BE for weight loss in 
individuals enrolling in BWL programs are more consistent and generally suggest a 
poorer weight loss outcome in individuals presenting with BE (e.g. Foster et al., 
2003; Grilo & Masheb, 2005; Pagot et al., 2007). Further, studies suggest that 
individuals who reduce or cease BE following treatment achieve a greater weight 
loss than individuals who continue to BE (e.g. Grile et al., 2011).
5.2.2 The role of emotional overeating in weight loss
Similar to findings on the role of BE, the effect of EE on weight loss following SWL 
interventions is unclear with most studies to date having only investigated the 
influence of pre-treatment EE on weight loss, even then reporting mixed results. 
Some studies report that higher levels of pre-treatment EE predicted poorer weight 
loss (Canetti, Berry, & Elizur 2009), whereas others have found no association (e.g. 
Bueter et al., 2007; Fischer et al., 2007).
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Bueter et a l, (2007) measured EE pre and post-operatively in patients undergoing 
SWL and found that pre-treatment EE had no predictive potential for weight loss. 
However, they found that modification of EE behaviour after surgery was able to 
predict weight loss success and patients who improved their eating behaviours lost 
significantly more weight than those that didn’t. Unfortunately the study did not 
report associations between post-operative EE and weight loss, in addition the study 
employed an unvalidated measure of EE (sweet and stress eating) meaning further 
studies are needed to confirm these findings. However, other studies have also 
reported changes in EE behaviour following SWL interventions, with findings 
suggesting a general reduction in EE (e.g. Larsen et al., 2004; Laurenius et al., 2012).
A similar pattern of results has been found in individuals enrolling in BWL 
interventions. Some studies suggest that pre-treatment EE is associated with poorer 
weight loss (Canetti et al., 2009; Niemeier et al., 2007) whereas others have reported 
greater weight losses (e.g. Bryan & Tiggerman, 2001) and other studies have 
reported no association (e.g. Teixeira et al., 2004). Similar to research investigating 
the role of BE for weight loss in BWL programs, a number of studies have reported 
changes in EE following BWL treatment commencement, with findings suggesting a 
general reduction in EE behaviour which is associated with greater weight loss (e.g. 
Bryan & Tiggerman, 2001; Butryn, Thomas, & Lowe, 2009; Keranen, Strengell, 
Savolainen, & Laitenen, 2011; Teixeira et al., 2010).
5.2.3 Why investigate the role of changes in eating behaviour in weight loss?
Generally, studies involving BWL participants suggest that a decrease in EE and BE 
is associated with greater post-treatment weight loss (e.g. Bryan & Tiggerman, 2001; 
Butryn, Thomas, & Lowe, 2009; Keranen, Strengell, Savolainen, & Laitenen, 2011; 
Teixeira et al., 2010). However only one study to date has investigated the 
association between a change in EE and weight loss in individuals undergoing SWL 
interventions (e.g. Bueter et al., 2007) which adopted an unvalidated measure of EE 
limiting these findings. In addition, to date no studies have investigated the 
association between a change in BE and weight loss following SWL intervention. 
Surgery has been found to alter the importance individuals place on food by the 
enforced reduction in the capacity for food, leading to a shift in patients’ relationship 
with food (Ogden, Clementi, Aylwin, & Patel, 2005). Consequently, it seems
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plausible to suggest that surgery facilitates a change in eating behaviour which is 
more predictive of weight loss success and research in this area might need to look 
beyond simply using static predictors.
5.2.5 Aims
The current study aimed to investigate the role of BE and EE for weight loss in 
individuals undergoing BWL and SWL interventions. Research investigating pre and 
post-intervention EE and BE as predictors of weight loss in individuals undergoing 
BWL and SWL interventions is patchy and unclear in areas. Although research in 
individuals undergoing BWL interventions suggests an association between 
maladaptive eating behaviour change and weight loss, research investigating changes 
in EE and weight loss in individuals undergoing SWL interventions is limited. 
Measuring changes in BE behaviour as a result of surgery as a predictor of weight 
loss is an original contribution of this study.
5.3 Method
5.3.1 Participants
5.3.1.1 SWL intervention
Forty nine out of 55 participants approached (13 male, 36 female) were recruited 
from several private hospitals in Kent where they were scheduled to undergo SWL, 
namely laparoscopic adjustable gastric banding (LAGB). The remaining 6 declined 
to take part. Mean age was 41.35 years (SD = 10.4; range = 21-61). Surgical 
indications were a BMI > 40kg/m^ or a BMI of 35-40kg/m^ with serious comorbidity.
5.3.1.2 BWL intervention
Fifty participants (8 male, 42 female) were recruited from a weight loss centre in 
Kent where they were scheduled to undertake a BWL program which involved 
adopting a very low calorie diet. Mean age was 41.4 years (SD = 10.6; range = 26- 
60X
5.3.2 Design
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A longitudinal study was conducted over a six month period. The participants had 
given signed informed consent before participating. The first measurement (Time 1) 
was taken two weeks prior to surgery for individuals in the SWL intervention and 
two weeks prior to starting the program for individuals in the BWL intervention. The 
second (Time 2) and third (Time 3) measurements were taken three and six months 
later.
5.3.3 Measures
Demographics, weight, height, BE and EE were measured pre-treatment. Weight, BE 
and EE were assessed again at three months post-treatment and weight was assessed 
again six months post-treatment (see Appendices A and B).
5.3.3.1 Demographic characteristics
Participants completed measures of their age, height, weight, gender, education, 
ethnicity, income and marital status.
5.3.3.2 Height and weight
The researcher measured participants’ height and weight. Height was measured 
using a wall-mounted ruler. Weight was measured in light clothing and without shoes 
on a digital scale. Participants measured and reported their own weight at Time 2 and 
Time 3. These scores were used to calculate the participants’ BMI scores. BMI was 
calculated by dividing weight (kg) by height^ (metres).
5.3.3.3 Binge eating
Binge eating was assessed with the Eating Disorders Diagnostic Scale (EDDS; Stice, 
Telch & Rizvi, 2000). The EDDS is a 22-item self-report scale intended to assess the 
DSM-IV (APA, 1994) criteria for anorexia nervosa, bulimia nervosa and binge 
eating disorder (Stice et al., 2000; Stice, Fisher & Martinez, 2004). This measure is 
well validated and reliable, exhibiting validity with interview-based diagnoses, 
convergent validity with risk factors for eating pathology, and internal consistency 
(Stice et al., 2000). In order to make a diagnosis of DSM-IV (APA, 1994) binge 
eating disorder, items 5-18 were used from the EDDS. Items 1-4 and 19-22 were not 
included in our measures because they are measures of anorexia nervosa. Specific
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algorithms are provided for determining whether the participant meets diagnostic 
criteria for BED, which was used to determine the presence of BED. For each 
intervention this scale showed acceptable reliability at both Time 1 and Time 2 with 
cronbachs alphas of .60 at both points in the SWL intervention and .62 and .67 in the 
BWL intervention.
5.33.4 Emotional eating
Emotional eating was measured using the Emotional Overeating Questionnaire 
(Masheb & Grilo, 2006). It is a nine-item self-report questionnaire designed to 
measure overeating in response to the following emotions (a) ANXIETY (b) 
SADNESS (c) LONELINESS (d) TIREDNESS (e) ANGER (f) HAPPINESS (g) 
BOREDOM (h) GUILT and (i) PAIN. This scale was chosen because it focuses on 
overeating in response to emotions, which in individuals undergoing SWL 
interventions has a number of negative side-effects. The response set for the nine 
items was a seven-point scale reflecting the frequency of days in which the behaviour 
occurred in the past month (i.e., 1 = no days, 2 = 1-5 days, 3 = 6-12 days, 4 = 13-15 
days, 5 = 16-22 days, 6 = 23-27 days, and 7 = every day). The total score for EO 
was computed by adding the responses of the nine items. Higher scores reflect more 
frequent emotional overeating. In both interventions this scale showed acceptable 
reliability at both Time 1 and Time 2 with cronbachs alphas of .95 and .89 
respectively for the SWL intervention and .95 and .79 respectively for the BWL 
intervention.
5.3.4 Procedure
Prior to conducting the study, ethical approval was obtained from the ethics 
committee at the University of Kent, from the head office of the private hospitals and 
from the head office of the BWL program.
5.3.4.1Time 1
Surgical weight loss intervention: At consultation with the surgeon, participants 
were given an information sheet containing details of the study (Appendix C). Two 
weeks later, at surgical pre-assessment, participants were asked by the researcher if 
they were happy to participate in the study. If so, participants signed two consent
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forms (one for their own records, the other for the researcher’s records; Appendix 
D).They were also asked to provide the researcher with details of their home address 
for completion of follow up questionnaires (Appendix E).
Behavioural weight loss intervention: At the pre-program consultation with the 
program manager, participants were given an information sheet containing details of 
the study (Appendix C). When starting the program two weeks after consultation, 
participants were asked by the researcher if they were happy to participate in the 
study. If so, participants signed two consent forms (one for their own records, the 
other for the researcher’s records; Appendix D) and were asked to provide the 
researcher with details of their home address for completion of follow up 
questionnaires (Appendix E).
5.3.4.2 Time 2
Three months after completion of the Time 1 questionnaire, participants were sent 
the Time 2 questionnaire (to their home address) and asked to complete the 
questionnaire and return it in the stamped, addressed envelope provided.
5.3.4.3 Time 3
Six months after completing the Time 1 questionnaire, participants were sent the 
final questionnaire (Time 3) and asked to complete the questionnaire and return it in 
the stamped, addressed envelope provided. On completion of the study, participants 
were debriefed (See Appendix F) and thanked for their voluntary participation.
5.3.5 Statistical Analysis
A change score for BE/EG was computed by subtracting pre-intervention BE/EG 
scores from three month post-intervention BE/EG scores. Scores for post­
intervention weight loss at three months were calculated by subtracting three month 
post-intervention BMI from pre-intervention BMI, and scores for weight loss at six 
months were calculated by subtracting six month post-intervention BMI from pre­
intervention BMI. Descriptive statistics and correlations for weight, pre-intervention 
BE/EG, post-intervention BE/EG, change in BE/EG and weight loss were computed 
and analysed. Due to the small sample size, correlations were screened and only 
used for the regression analyses if they showed a significant correlation with weight
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loss. In both groups pre-intervention BE/EO scores were not significantly related to 
weight loss and were therefore omitted from the regression analyses. Further, in the 
BWL intervention post-intervention BE was highly correlated with change in BE and 
uncorrelated with weight loss therefore post-treatment BE was omitted fi*om the 
regression analyses for this group. Overall, for each intervention multiple regressions 
were performed to assess the predictive value of post-intervention BE/EO and/or 
change in BE/EO on (1) three month post-intervention weight loss and (2) six month 
post-intervention weight loss.
5.4 Results
5.4.1 Attrition
A total of 43 (88%) participants completed Time 2 measures from the SWL 
intervention and a total of 40 (80%) completed Time 2 measures from the BWL 
intervention. A total of 33 participants (67%) completed Time 3 measures from the 
SWL intervention and a total of 31 participants (62%) completed Time 3 measures 
from the BWL intervention. Attrition analyses indicated that in the SWL 
intervention, participants who dropped out of the study did not differ from 
completers at each time point (see Tables 5.1). In the BWL intervention, participants 
who dropped out of the study differed from completers at Time 2 on gender (see 
Table 5.2).
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5.4.2 Demographic characteristics
Demographic characteristics of the participants can be found in Table 5.3. Although 
participants were comparable by age, gender and ethnicity, mean BMI was much 
greater in the SWL intervention and the mean income in the BWL intervention was 
just under double that of the SWL intervention.
Table 5.3: Demographic characteristics of subjects by intervention
SWL 
(« = 49)
BWL 
(« = 50)
Age (y) 41.35 ± 10.41 41.42 ±  10.62
BMI 43.10±8.53 32.89+5.68
Gender %(«)
Female 73.5(36) 84(42)
Male 26.5(13) 16(8)
Ethnic origin %(«)
Indian :%!) 4(2)
Black Caribbean 0 2(1)
Black -  other 4TCQ 0
Mixed race 4TC0 0
White - UK or Irish 73.5(36) 68(34)
White - Other European 8.2(4) 8(4)
White -  Other 8.2(4) 16(8)
Other 0 2(1)
Age left full-time education 17.19 + 2.78^ 18.30 ±3.85
Level of Education (%)(«)
GCSE, CSE or equivalent 63.3(31) 39.1(18)'’
A Level 8.2(4) 13(6)'’
Vocat qualification (e.g. NVQ) 12.2(6) 23.9(11)’’
Degree (BA, BSc) 8.2(4) 13(6)'’
Postgraduate degree (MSc, Ph.D.) 0 6.5(3)”
Other 8.2^0 4.3(2)”
Household income (£) 37907.22+25888.33" 65435.90±77798.51‘*
Marital status %(«)
Single 26.1(12)'’ 16(8)
Married 50(23)'’ 60(30)
Divorced or separated 13(6)'’ 6(3)
Living with partner 10.9(5)'’ 18(9)
Note: BMI = body mass index. Age, BMI, age left full-time education, and
household income expressed as means and standard deviation.
_'« = 47, "n = 46, '« = 32, ''« = 39.
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5.4.3 Binge eating as a predictor of weight loss 
SWL intervention
Correlational analyses revealed a significant negative correlation between post­
treatment BE and weight loss at six months and a significant negative correlation 
between a change in BE and weight loss at six months (See Table 5.4). Results of 
multiple regression analyses can be found in Table 5.6. At three months, post­
treatment BE and change in BE were not significant predictors of weight loss F(2,41) 
= 1 . 1 0 , =  .35. However, at six months, post-treatment BE and change in BE were 
able to predict 19% of the variance in weight loss F(2,31) = 4.93,/? = .01. Unlike 
change in BE, post-treatment BE was not a significant predictor of weight loss. 
Notably, the relationship between change in BE and weight loss was negative, i.e., 
suggesting greater weight loss for those who showed a decrease in BE following 
surgery.
BWL intervention
Correlational analyses revealed a significant negative correlation between change in 
BE and weight loss at three and six months (See Table 5.5). Results of the regression 
analyses can be found in Table 5.7. Change in BE was able to significantly predict 
weight loss at three and six months, F(l,39) = 5.98, p = .02 and F(l,30) = 4.10, p = 
.05 respectively. Notably, the relationship between change in BE and weight loss was 
negative, i.e., suggesting better weight loss outcome for those who showed a 
decrease in BE following surgery.
5.4.4 Emotional overeating as a predictor of weight loss 
SWL intervention
Correlational analyses revealed a significant negative correlation between post­
treatment EO and weight loss at three months (see Table 5.4). Results of the multiple 
regression analyses can be found in Table 5.6. At three months, postoperative EO 
and change in EO were able to predict 17% of the variance in weight loss F(2,40) = 
5.34,/? = .01. Unlike post-treatment EO, change in EO was not a significant predictor 
of weight loss. Notably, the relationship between post-treatment EO and weight loss
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was negative, i.e., suggesting greater weight loss for those with lower post-treatment 
EO following surgery.
At six months, post-treatment EO and change in EO were not significant predictors 
of weight loss F(2,30) = 1.16,/? = .33.
BWL intervention
Correlation analyses revealed a significant negative correlation between post­
treatment EO and weight loss at three months and a change in EO and weight loss at 
three and six months (see Table 5.5). Results of the multiple regression analyses can 
be found in Table 5.7. At three months, post-treatment EO and change in EO were 
able to significantly predict 23% of the variance in weight loss F(2,39) = 6.89,/? = 
.003. Post-treatment EO was the only significant predictor and its relationship with 
weight loss was negative, i.e., suggesting greater weight loss for those with lower 
levels of post-treatment EO.
At six months, post-treatment EO and change in EO were able to significantly 
predict 31% of the variance in weight loss, with change in EO being the only 
significant predictor. Notably, the relationship between change in EO and weight loss 
was negative, i.e., suggesting better weight loss outcome for those who showed a 
decrease in EO following treatment commencement.
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Table 5.4: Descriptive statistics and correlations: SWL intervention
Variable
Weight Loss 
3 months
Weight Loss 
6 months
M SD N r(n=43) r(n=33)
BMI baseline 43.10 8.53 49 .61*** .59***
BMI 3 months 39.56 7.59 43 .30* 35*
BMI 6 months 36.20 7.62 33 .30* .14
Weight loss 3 months 3.71 3.20 43 1 JSl***
Weight loss 6 months 7.81 4.48 33 .81**** 1
Pre-op BE - - 49 .21 .23
Post-op BE - - 43 -.11 -.35*
Change in BE -.45 (.50) 43 -.25 -.45**
Pre-op EO 2.10 (1.32) 48 .13 .08
Post-op EO 1.33 (.43) 43 -.39** -.23
Change in EO -.68 (1.10) 43 -.29 -.19
Note. BMI = body mass index. EO = emotional overeating. BE= binge eating. 
> < .05 . *><.01. **><.001.
Table 5.5: Descriptive statistics and correlations: BWL intervention
Weight Loss 3 Weight Loss 6
Variable months months
M SD N r(n=40) r(n=31)
BMI baseline 32.89 5.68 50 .56*" .71"*
BMI 3 months 29.18 5.09 40 .03 38*
BMI 6 months 27.93 4.57 31 -.06* -.12
Weight loss 3 months 3.71 338 40 1 /%)***
Weight loss 6 months 4.81 5.18 31 .90**** 1
Pre-treatment BE - - 50 39 .3
Post-treatment BE - - 40 -.19 -.16
Change in BE -.13 .52 40 -.37* -.35*
Pre-treatment EO 1.94 1.34 50 .28 38
Post-treatment EO 1.28 .35 40 -38* -.30
Change in EO -.53 1.18 40 -.39* -.36**
Note. BMI = body mass index. BE = binge eating. EO = emotional eating. 
= 31.
*/?<.05 **/?<.01 ***/7<.001.
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Table 5.6: Regression analyses of Binge Eating and Emotional Overeating 
on weight loss: SWL intervention
Variable
Weight loss 3 month 
(«=43)
Weight loss 6 month 
(«=33)
B
Post-operative BE 
Change in BE
-.04 .03 
-.26
-.25
-.36*
.19*
B
Post-operative EO 
Change EO
-.36* .17" 
-.24
-.20
-.15
.01
Note. BE = binge eating. EO = emotional overeating. 
><.05 *><.01 **><.001.
Table 5.7: Regression analyses of Binge Eating and Emotional Overeating 
on weight loss: BWL intervention
Weight loss 3-month Weight loss 6-month
Variable («=40) («=31)
A B
Change in BE -.37* .11* -.35* .10*
A Adj. B
Post-treatment EO -.35* .23" -.20 .31"
Change EO -.36* -.53**
Note. EO = emotional overeating. BE = binge eating.
*p <.05 *> <.01 **> <001.
5.5 Discussion
The present study aimed to examine the role of BE and EE behaviour in weight loss 
in individuals undergoing BWL and SWL interventions. The three main findings of 
this study are:
1. Pre-intervention BE and EO were unrelated to weight loss.
2. Post-intervention EO was able to predict weight loss.
3. Changes in EO and BE were able to predict weight loss however their importance 
varied between interventions.
These findings will now be discussed under separate headings before discussing the 
implications for research and practise.
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5.5.1 The role of binge eating
In agreement with other studies assessing the effects of maladaptive eating 
behaviours on weight loss in SWL patients (e.g. Bocchieri-Ricciardi et al., 2006; 
Powers et al., 1999; White, et al., 2006), pre and post-operative BE were unrelated to 
weight loss. The same pattern was found in the BWL intervention, although this is in 
contrast to much of the previous research conducted in this area (e.g. Foster et al., 
2003; Grilo & Masheb, 2005; Pagot et al., 2007).
In both interventions a decrease in BE as a consequence of treatment resulted in 
greater weight loss success at six months post-treatment. This supports previous 
research investigating the role of BE in individuals undergoing BWL interventions 
(e.g. Grile et al., 2011) however, in SWL patients this is a novel finding since to date 
no other studies have investigated the association between a change in BE as a 
consequence of surgery and weight loss.
Taken together, these findings suggest that BE behaviours do play a role in weight 
reduction in patients undergoing BWL and SWL interventions but the role is more 
complex than simply using pre- and post-treatment BE behaviours as static 
predictors. Specifically in SWL patients, undoubtedly bariatric surgery imposes a 
physical change in individuals’ ability to consume large quantities of food as well as 
what types of food can be consumed, however, our results suggest that in some 
individuals, because surgery makes it difficult to overeat, this facilitates a change in 
cognitions relating to food possibly by the development of alternative coping 
strategies that don’t involve food. Further, since BE has been found to be associated 
with emotional states (Greeno, Wing, & Schiffinan, 2000), it is possible that in some 
individuals, initial post-treatment weight loss experienced by the majority of 
patient’s leads to an increase in emotional wellbeing resulting in cessation of the 
relationship between emotions and food. This would support the conclusion that 
surgery leads to a shift in patients’ relationship food (Ogden et al., 2005). Future 
research may do well to test these suggestions.
5.5.2 The role of emotional overeating
In agreement with other studies investigating the role of EE on weight loss (e.g. 
Fischer et al., 2007; Teixeira et al., 2004), pre-treatment EO was unable to
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significantly predict weight loss in both interventions. However post-treatment EO 
was able to significantly predict weight loss outcome, a finding which stands alone in 
SWL interventions, as although many studies to date have reported a change in EE 
following treatment none have investigated the role of post-treatment EE in weight 
loss.
In contrast to the finding of Beuter et al. (2007), a change in EO as a response to 
surgery was unable to predict a significant amount of variance in surgical weight 
loss. It would appear that it is not whether individuals present with pre-treatment EO, 
or whether individuals change their EO in response to surgery, but whether 
individuals are EO after surgery which is important for weight loss. This suggests 
that for some, surgery does not facilitate a change in their relationship between 
emotions and food, possibly because of other external psychological factors, which 
should be investigated and if necessary addressed.
In line with other studies investigating the role of EE in individuals attempting BWL 
interventions (e.g. Bryan & Tiggerman, 2001; Butryn, Thomas, & Lowe, 2009; 
Keranen, Strengell, Savolainen, & Laitenen, 2011; Teixeira et al., 2010), the present 
research suggests that individuals who reduce their EO after commencing BWL 
achieve greater weight loss. Taken together with the finding that post-treatment EO 
is also predictive of weight loss success, it would appear that in individuals 
undergoing BWL interventions it is not whether individuals present with pre­
treatment EO that is important for weight loss success, but whether individuals are 
EO following treatment, either through a change, continuation or development of 
EO, that is important for weight loss outcome.
These results have important implications for research and practise.
5.5.3 Implications for research and practice
5.5.3.1 Implications for practice
The primary practical implication of this study is to highlight the finding that pre­
treatment BE and EO behaviours are not associated with successful weight loss. 
Many surgical services currently screen patients for BE and EE at baseline to identify
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those most suitable for surgery, however the results of this study suggests that this 
process may be redundant.
Further, that post-treatment BE was unable to significantly predict weight loss but a 
change in BE could, suggests that individuals with pre-treatment BE who then 
eliminate it, do better with weight loss than individuals who do not BE pre- treatment 
and continue not to do so following treatment. Thus, SWL and BWL may in fact be 
beneficial to individuals presenting with BE pre- treatment and to screen them out 
would do more harm than good.
That post-treatment EO was related to weight loss in both interventions suggests that 
the assessment of EO following treatment commencement might be a useful strategy 
for identifying those who would benefit from post-treatment support and guidance on 
EO with the aim of reducing or ideally eliminating it. Findings of study three suggest 
an association between volitional self-efficacy and post-treatment EO in the SWL 
intervention and an association between intention and post-treatment EO in this the 
BWL intervention, thus it seems plausible to suggest that strategies that focus on 
improving levels of these cognitions might be a useful step to improving weight loss 
outcome.
5.S.3.2 Implications for research
For research, the findings may account for the inconsistent findings observed in the 
literature on the relationship between BE and weight loss following surgery. Rather 
than continuing to investigate the role of BE in this population, future research 
should focus on identifying factors that facilitate a decrease in these eating 
behaviours, which seems like a more usefiil progression. Then effective screening 
tools can be developed that facilitate a decrease or disappearance of BE following 
surgery leading to increased treatment-induced weight loss.
The finding that post-treatment EO is important for weight loss outcome adds to the 
current knowledge base on EO and weight loss, particularly in SWL patients and 
might inspire further investigation with larger sample sizes. Taken with the findings 
on the role of BE, these results provide an insight to how the roles of eating 
behaviours might differ in their effects on weight loss and how their role might vary 
between modes of weight management. Future research may want to investigate how
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the roles of different eating behaviours vary in their effects on weight loss in order to 
inform intervention development specific to modes of weight management.
5.5.4 Methodological limitations
It must be noted that this study has several limitations. The first limitation is the use 
of self-reported data for the post-treatment assessment of weight loss. Validation 
studies suggest that obese individuals tend to underreport weight (Rowland, 1990) 
which may have affected the strength of our results. Another limitation was the 
length of follow-up time. Measuring weight loss at three and six months post­
treatment in the SWL intervention may have only captured weight lost due to the 
immediate physical restrictions created by surgery before maladaptive eating habits 
and behaviours resurface or develop. Studies with a longer follow-up time are 
therefore recommended. In addition, the sample was small which may have affected 
the power to identify relationships between static behaviours and weight loss.
Studies with larger sample sizes need to be conducted in order to confirm these 
results. Finally, the EDDS was employed to assess the presence of BE because it has 
been demonstrated as being a well validated and reliable measure, however in the 
current study reliability scores were bordering on unreliable in both interventions.
5.6 Chapter conclusion: Towards an understanding of the role of social- 
cognitions and eating behaviours for the prediction of weight loss
The results of this study highlight the roles of BE and EO behaviours for weight loss 
in individuals undergoing BWL and SWL interventions and provide a foundation for 
further investigation within this field. The findings certainly suggest that pre­
treatment screening methods designed to identify individuals suffering from 
maladaptive eating behaviours might be a redundant process and may even do more 
harm than good. If weight loss outcomes are to be improved, results of the present 
study suggest that striving to facilitate a decrease in BE following commencement of 
both modes of management and striving to facilitate a decrease in EO following 
commencement of BWL interventions would be a useful progression.
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STUDY 2
A Qualitative Study Investigating the Long-term 
Experience of Patients Undergoing Bariatric Surgery
6.1 Chapter Overview
This chapter follows on from the previous studies and investigates the long-term 
experience of bariatric surgery with a particular emphasis on eating behaviour. 
Section 6.2 introduces the study and the aims while section 6.3 describes the study 
design in detail. The results are presented in section 6.4 along with a short discussion 
which is then followed by a main discussion in section 6.5. The chapter conclusion in 
section 6.6 summarises the findings addressing how they add to theoretical 
knowledge on the role of eating behaviour in surgical patients highlighting the 
variability in eating behaviours and outcome between patients.
6.2 Introduction
The proportion of the population in the UK that is obese has grown by almost 400% 
in the last 25 years, with around two thirds of the population now being obese 
(House of Commons Health Committee, 2006). It is estimated that over 400 million 
adults are obese worldwide (WHO) and based on current global trends, it is predicted 
that one in three adults will be obese by 2025 (Kouris-Blazos & Wahlqvist, 2007). 
Many different interventions are available to treat obesity, and clinical guidelines on 
the treatment of obesity generally consider the degree of overweight, health risk 
factors and comorbid conditions in identifying the most appropriate treatment for an 
individual.
6.2.1 Weight loss interventions
Behavioural interventions are the most common, and although a variety of 
behavioural techniques can be used to treat overweight and obesity, the most popular 
technique is adopting a healthy diet and engaging in physical exercise. Individual
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studies show that behavioural approaches can produce good initial weight loss and 
some degree of weight maintenance (e.g. Perri et al., 2001) however, findings on the 
ability of diet and exercise regimes to produce weight loss in the long-term are less 
positive. Studies investigating long-term weight loss (defined as a reduction of initial 
weight by 5% or more and the maintenance of this for at least 1 year) generally 
report negative outcomes, suggesting that weight regain after treatment 
discontinuation is often significant and often exceeds baseline body weight (Ayyard 
& Andersen, 1999; Davidson et al., 1999; Jones, Smith, Kelley, & Gray, 1995; 
Wilson, 1995).
In view of this, some individuals are turning to surgical methods for weight loss 
which have been shown to produce substantial weight losses in both the short and 
long-term. For example Douketis, Macie, Thabane, and Williamson (2005) carried 
out a systematic review of long-term weight loss studies in obese adults, 
investigating behavioural and surgical weight loss methods. In short, they found that 
behavioural interventions provided < 5kg weight loss after 2 years whereas surgical 
intervention provided 25-75kg weight loss after 2-4 years.
The most common bariatric procedures performed for weight loss in the US and 
Europe are Laparoscopic Adjustable Gastric Banding (LAGB) and Gastric Bypass 
Procedures (GBP; Nguyen et al., 2006; Tice, Karliner, Walsh, Petersen, & Feldman, 
2008). To be eligible for bariatric surgery individuals must have a Body Mass Index 
(BMI) of 40 or greater, or between 35 and 40 with pre-existing disease that is either 
life threatening or seriously impairs life quality and which are known to improve 
with weight loss, the main ones being sleep apnoea, diabetes, hypertension (high 
blood pressure) and cardiovascular disease.
6.2.2 Surgical outcome
Bariatric surgery is considered the treatment of choice for morbidly obese individuals 
(NICE, 2006), and it is consistently reported as being an effective treatment for 
weight loss. For example, a systematic review of weight loss surgery carried out by 
O’Brien, McPhail, Chaston, and Dixon (2006) concluded that the mean %Excess 
Weight Loss (EWL) for GBP was 67% and for LAGB was 42% at one year. Other 
studies investigating weight loss outcomes in individuals undergoing bariatric
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surgery have shown that two years postoperatively, patients had typically lost 50% to 
60% of excess body weight with GBP and 40% to 50% with LAGB procedures (Krai 
et ah, 2002; Rabner & Greenstein, 1991).
Further, longer term outcome has also been reported following bariatric surgery with 
one of the largest studies (with Swedish Obese Subjects) showing that restrictive 
techniques and restrictive and malabsorbtive techniques show an average weight loss 
of 16% of initial body weight after ten years (a figure that no behavioural 
intervention has been able to achieve). Sjostrom et al. (2007) conducted a 
prospective study, a matched surgical interventional trial comprising 2010 patients in 
the surgical group (receiving three types of bariatric procedures) and 2037 patients in 
the control group (receiving conventional treatment). In the three surgical weight loss 
subgroups (LAGB, GBP and vertical banded gastroplasty; VBG) the mean %EWL 
was maximal after 1 to 2 years (32%, 25% and 20%), however, an increase in weight 
was seen in all groups over the following years which levelled off at 8-10 years. 
Despite this increase, at 10 years or more the weight losses were 25%, 16% and 14%, 
all seen as being clinically significant losses.
As well as weight loss, surgical procedures have been shown to improve 
cardiovascular risk factors, recovery from diabetes and a reduction in mortality of 
23% from 40% (Robinson, 2009). In addition, psychological factors such as quality 
of life, mood, subjective health status and perceptions of eating control have also 
been consistently shown to improve as a result of surgery (Karlsson, Sjostrom, & 
Sullivan, 1998; Ogden, Clementi, Aylwin, & Patel, 2005). Bocchieri, Meana and 
Fischer (2002a) carried out a comprehensive review of much of the literature 
examining the association between bariatric surgery and psychosocial outcomes and 
concluded that in general, research suggests a positive association.
6.2.3 Impact of surgery on eating behaviour
In terms of the impact of surgery on eating behaviour, however, research is less 
consistent with their findings. Eating behaviours in overweight and obese 
individuals are accepted as being one of the most important causal factors, with a 
vast amount of literature existing that links the two (e.g. Hudson et al., 2007; Tuschl, 
1990; Wilfrey et al., 2003). Approximately 10% to 50% of patients undergoing
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bariatric surgery are thought to suffer from Binge Eating Disorder (BED; Glinski, 
Wetzler, & Goodman, 2001; Powers, Perez, Boyd & Rosemurgy, 1999), thus 
understanding the effects of surgery on eating behaviour in this population is 
important for achieving successful outcome.
Some studies have found that higher preoperative levels of binge eating (BE) 
predicted poorer weight loss (e.g. Hsu, Sullivan, & Benotti, 1997), whereas others 
have found no evidence to support this (Bocchieri-Ricciardi et al., 2006; Powers et 
al., 1999; White, Masheb, Rothschild, Burke-Martindale, & Grilo, 2006) and some 
have even found better weight loss outcomes (e.g. Latner & Wilson, 2002). In 
addition, studies have reported that BE behaviours can continue or develop 
postoperatively affecting weight loss outcome (Hsu, Betancourt & Sullivan, 1996; 
Scholtz et al., 2007) whereas others report a decrease or disappearance following 
surgery (Colles, Dixon, & O’Brien, 2008; Powers et al., 1999; White et al., 2006). 
Further, the effect of emotional eating (EE) behaviours on weight loss outcome 
following surgery is also unclear with most studies to date having only measured EE 
behaviours preoperatively, even then reporting mixed results. Some studies have 
found that higher levels of EE predicted a poorer weight loss (Canetti et al., 2009), 
whereas others have found no relationship between preoperative EE and 
postoperative weight loss (e.g. Fischer et al., 2007). Thus, the impact of obesity 
surgery on eating behaviours is unclear.
6.2.4 Quantitative research
To date, the majority of work investigating predictors and outcome of bariatric 
surgery has been quantitative, and although this provides an insight into changes in 
psychological factors as a result of surgery, as well as the identification of predictors 
of successful outcomes, it does not allow for an insight into the patients’ unique 
experience of surgery. Validating studies that have used quantitative methods, the 
few studies that have used qualitative methods to explore patients’ experience of 
surgery also report how surgery generally improves health and wellbeing (e.g. 
Bocchieri, Meana & Fischer, 2002b; Glinkski, Wetzler & Goodman, 2001). 
However, the advantage of such qualitative work is that the data from these studies 
are much richer, providing us with in depth information, for example, how surgery
179
takes control of peoples eating behaviour enabling them to lose weight (e.g. Ogden, 
Clementi, & Aylwin 2006).
Similar to other quantitative research in this area, a qualitative study carried out by 
Ogden et al. (2006) illustrates how patients describe surgery as influencing their 
eating behaviour by forcing a reduction in food intake or by negative reinforcement 
such as dumping syndrome. In addition patients describe how surgery has affected 
their relationship with food, describing how surgery makes it much less of a focus in 
their lives, causing a reduction in hunger and enabling them to regain control of what 
and how much they eat. Thus, qualitative studies allow for a greater insight into how 
surgery affects eating behaviour which might help to elucidate the inconsistent 
findings in this area.
6.2.5 Gap in the literature
Although the results of these studies provide an insight into the individual 
experiences of surgery for weight loss, they all vary in the length of time since 
surgery, with none specifically looking at long-term outcomes. For example, in the 
sample employed by Ogden et al. (2006) patients had all received surgery less than 
three years prior to the study. Although Bocchieri et al. (2002b) included patients 
who had received surgery 11 years prior to surgery, time varied between participants 
from six months t o l l  years, with a mean time of 28 months. Although obesity 
surgery is reported to produce clinically significant weight losses in the long-term 
(e.g. Valezi, Mali, de Menezes, de Brito, & de Souza, 2010; Sjostrom et al., 2007), 
weight regain in the years following surgery is often reported. For example although 
Sjostrom et al., (2007) report a maximum weight loss after 1-2 years postoperatively, 
this is followed by an increase in weight which levelled out at 8-10 years. Such 
research highlights the need to explore longer term experiences of patients 
undergoing surgery, in order to tease out any important changes that might occur 
after this 8-10 year period.
6.2.6 Aims
To build upon current research, as well as to gain an insight into the longer term 
experiences of individuals undergoing surgery the present qualitative study aimed to 
explore patients’ experiences of surgery in the longer term (eight or more years). A
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particular focus was placed on eating behaviours, an area that clearly requires more 
in-depth exploration in this particular patient group if its contribution to weight loss 
is to be better understood.
6.3 Method
6.3.1 Design
The study used a qualitative design with in-depth interviews.
6.3.2 Participants
Ten participants were recruited from a patient support group (WLSinfo) if they had 
undergone surgery eight or more years ago. Of these, one participant had undergone 
a VBG, three had undergone LAGB and the others had undergone GBP. Eight of the 
participants had had their procedures through the NHS and two had attended a 
private hospital. At the time of operation, all participants had a BMI of at least 40, or 
35 with comorbidities. Participants ranged in age from 31-61 years. Their profile 
characteristics are shown in Table 6.1. All patients were given a pseudonym.
6.3.3 Procedure
An advert was placed on the WLSinfo website (Appendix G) and interested 
participants were contacted via telephone. Information and consent forms (Appendix 
H) were sent to participants and returned before arranging a mutually convenient 
time for interview. Telephone interviews were carried out due to the geographical 
spread of the participants. The interviews took place over the phone and lasted 
between 40 and 64 minutes. All interviews were audiotaped and transcribed (see 
Appendix J for example transcript). Approval was obtained from the University of 
Surrey ethics committee.
6.3.3.1 The interview schedule
An interview schedule (Appendix I) was developed through speaking to clinical and 
research experts in the area of weight loss surgery and through existing literature.
The interview schedule included open-ended questions such as: (a) ‘Could you give 
me a brief history of weight loss attempts before having weight loss surgery?’; (b) 
‘Can you explain why you opted for weight loss surgery?’; (c) ‘How did you feel
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immediately after the surgery?’; (d) ‘How has your relationship with food changed 
following surgery?’ Prompts were used if the interviewer felt that participants needed 
encouragement to provide more details and to speak more freely.
6.3.4 Data analysis
The interviews were analysed using Interpretative Phenomenological Analysis (IPA, 
Smith, 1996). The IPA was chosen because it emphasises ‘sense making’ (Smith & 
Osborn, 2003) and enables an analysis of the individual’s own experience and the 
ways in which they derive meaning from this experience whilst acknowledging the 
role of the researchers’ own perspective. The transcripts were read and reread by KW 
to ensure familiarity. For each interview, notes were made in the left hand margin on 
anything important or significant. Next, theme titles were documented in the right 
hand margin. If themes re-emerged, the same theme title was repeated. Next, a table 
listing themes was constructed, with references to the transcript recorded under each 
theme. Related themes were given a name to represent the superordinate theme. All 
the transcripts were then re-read to ensure that the themes represented the original 
material. An overall table of themes with subthemes was consequently constructed. 
Weight loss following surgery was defined as unsuccessftil if weight had been 
regained post-surgery and weight loss was not deemed sufficient by the participant.
Reflexivity
When considering each interview I must acknowledge that my own personal 
characteristics and weight loss experiences may have affected my interpretation. I am 
a white female with a normal weight and apart from weight gained during pregnancy 
I have never been overweight or undertaken any form of weight loss treatment. 
Although interviews were conducted over the telephone, a number of participants 
asked if I was normal weight at the outset which may have affected their response to 
the interview.
6.4 Results and discussion
All participants described a good initial weight loss after surgery of between 32- 
51 Kgs in the first five months to a year. However, further loss, maintenance or gain 
up until the current date then varied between participants (see Table 6.1). The
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participants described their experiences of obesity surgery in terms of four broad 
areas: their personal weight histories, motivation for choosing weight loss surgery, 
eating behaviours and their relationship with food. These will now be considered.
6.4.1 Personal weight history
People described their histories prior to surgery in terms of weight gain and weight 
loss attempts. All participants described how long they had been overweight and 
when their weight problem first started offering various explanations for its 
development. Some reported always being overweight:
‘I’ve always been fat, overweight since I was a baby really erm I was a fat child’ (Esme).
Others describe how weight gain was related to the birth of their first child:
‘It (weight problem) started after my first child. ..I put on a hell o f a lot o f weight, I mean, god you 
could see me coming round the comer, you know some people they don’t even look pregnant, but I 
was enormous, absolutely enormous...my arms expanded, both my legs were like balloons’ (Olivia).
For Others it related to illness and medication:
‘I had erm a bleed in the brain and was diagnosed with pituitary adenoma.. .as a side effect, as a 
consequence o f that, I was on lots o f medication.. .that didn’t help the weight, so you know I did gain 
a lot o f weight I was on growth hormones for a little while’ (Alice).
For others it was related to childhood issues:
‘I was very meek, very quiet, due to problems as a child.. .it goes back to my mums upbringing, uhm, 
she was brought up in a home, and wasn’t shown love, so she didn’t know how to show it herself. And 
so that was withheld and when she showed love it was with sweets and cakes.. .food means love’ 
(Nancy).
For others it was related to bad eating habits as a teenager:
‘I had no weight problems in childhood whatsoever, erm my weight problems started when I was 
probably 17 or 18 and I went to college... I started eating junk and that sort o f thing you know’ 
(Tamsin).
All participants described their many weight loss attempts:
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‘I’d had my jaws wired, I’d done liquid only diets. I’d done weight watchers. I’d done slimming 
world. I’d done every combination o f ridiculous diet known to man’ (Tamsin).
All participants described how these weight loss attempts had resulted in short term 
success followed by failed maintenance:
‘some o f them (behavioural diets) were really good for the first few months, but then after that it just 
got so difficult to keep up with.. .it’d work for a little while and then as I say I’d get bored o f it or I’d 
go off it or it’d make me depressed and I’d get fed up and then give up.. .then it (weight) comes back 
tenfold and I’d be back to square one’ (Alice).
Thus, explanations for the development of obesity varied from uncontrollable 
internal factors that are influenced by physiology to more controllable external 
factors. Some participants reported being overweight as a child (n=4), whereas some 
described the development of a weight problem later on in life (n=6). These different 
sets were related to outcome, those who described being overweight as a child were 
unsuccessful at weight loss following surgery (all four of them). Being overweight as 
a child seems to be more associated with unsuccessful weight loss and maintenance 
than not being overweight as a child.
6.4.2 Motivation for opting for surgical weight loss
All patients described attempting many behavioural diets which ultimately resulted 
in failure before deciding to undergo weight loss surgery. Motivations for opting for 
weight loss surgery varied from appearance and self-esteem issues to wanting to be 
able to spend more quality time with family members, to more significant reasons 
such as ill health and a serious health threat relating to being obese. For example 
Jackie described how she wanted to escape what she described as ‘fattism’:
‘There is a thing ealled fattism, its awful, I mean, you may not be aware of it, you can have sexism, 
racism and so on and there’s definitely fattism out there big time.’
Esme described how she had once lost weight and became normal size and felt 
wonderful:
‘I went down to nine and a half stone, standard size, which I’d never really been in my life sort o f  
thing. You could go to shops and buy things. People didn’t recognise me in the street. It was truly 
wonderful, it was.’
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For others, they wanted to improve their family lives:
‘My daughter had got married, she was expecting, my first grandchild, the only thing I could do was 
walk fi’om one end o f the room to the other, and I wanted to be there, and I wanted to see my 
granddaughter grow up’(Nancy).
Similarly, Alice described wanting to be able to provide better care for her child:
‘I was just getting bigger and bigger and bigger and bigger, my knees were starting to hurt my back 
was starting to ache and I have a child that’s got special needs and I was not able to care for him the 
way I wanted to.’
Others described how their weight had prevented them from receiving orthopaedic 
surgery which would enable them to become more mobile again. For example Katy 
was refused surgery for a total hip replacement until she lost five stone in weight and 
was told that she would be in a wheelchair by the age of 60 if she didn’t. A similar 
story was told by Olivia who was diagnosed with arthritis in her knee and needed a 
total knee replacement in order to restore her mobility. She was told by her 
consultant to lose five or six stone before they would operate on her and was told that 
if she didn’t then she would end up in a wheelchair.
For others, a serious health threat prompted their decision to undergo surgery. Celia 
described how being diagnosed with a serious illness leaving her at risk of losing her 
sight prompted her to decide to undergo surgery:
‘I had intereranial hypertension through my epidural.. .and when I went to the neurologist he said to 
me you must stop putting weight on its getting dangerous cos o f your sight, your sights deteriorating 
it’s getting worse you know... and I knew I had to do something.’
Describing motivations for undergoing weight loss surgery for reasons relating to 
appearance and self-esteem and in terms of health issues have already been reported 
in the literature (Ogden et al., 2002). Supporting existing research suggesting better 
weight loss outcome in individuals opting to lose weight for more extreme reasons 
such as health risk (Ogden et al., 2002), participants that reported opting for weight 
loss surgery for reasons other than self-esteem and appearance issues, were the ones 
who were successful at weight loss (all of the six).
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Interestingly, when describing their motivation for choosing weight loss surgery, the 
participants that described wanting to undergo surgery for reasons relating to 
appearance or self-esteem also described how their main motivation for choosing 
surgery was because it was an easy option. For example Jackie stated:
T thought it was this easy eop-out. You didn’t have to basically weigh your food, what you eat, you 
didn’t have to watch what you eat, because you were restricted to a small amount, the way I saw it 
was it didn’t matter if  you chose to eat chocolate or iee-eream and doughnuts, what have you, because 
you could only get x-amount down.’
Similarly, Teddy describes how he thought surgery would do the work for him:
T thought it would take minimal effort on my part.. .it was said to be easy and fast.. .1 thought surgery 
would do it for me, control what I ate and make it easy for me not to cut comers.’
All four participants that were unsuccessful with weight loss described this, and 
therefore it seems that how informed participants are at the outset about what is 
involved when having weight loss surgery and how much effort it requires is 
important.
6.4.3 Eating behaviours
Participants described their pre and postoperative eating behaviours in terms of 
eating in response to emotions and what and how much they could eat. Some 
reported deterioration in eating behaviour following surgery in response to negative 
emotions:
T never binge ate before surgery but I did it afterwards in response to being low’ (Teddy).
Others reported a continuation of eating in response to negative emotions following 
surgery:
Tf I am going to be honest with you, the other part o f me would say that it (eating) is emotional.. .the 
fact that erm just for a few moments I can forget about whatever it is that’s on my mind.. .the extra 
sugar that gives that little bit o f satisfaction because I feel so negative already about m yself 
(Michelle).
Similarly, Esme described a long history of emotional eating behaviour which has 
continued following surgery:
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T’m like a really comfort food sort o f person.. .1 know that I am an emotional eater but it doesn’t 
matter I’ve had loads o f counselling for it over the years and nothing has ever helped me and the 
surgery didn’t change it either.’
Many others described how following surgery their emotional eating behaviours 
ceased. For example Tamsin stated:
‘Food was always a comfort thing if  I was upset, even now if  I was upset my first mental reaction is 
oh to eat something.. .1 don’t do it anymore but I feel that that (food) would be my comfort way of 
making myself feel better.’
Similarly, Alice described how preoperatively she was caught in a vicious circle but 
now she uses alternative coping strategies:
‘I would get depressed, and I’d just get depressed because I was fat so I’d eat more.. .now I go and sit 
in the bath and I am learning to deal with those emotions differently.’
Nancy also described how she would eat for emotional reasons but this has stopped 
following surgery:
‘I was always a comfort eater, even now I have to watch i t .. .1 am more aware about what I am doing 
now and when I might do it so I consciously make better choices.’
Only one participant (Celia) told how preoperatively she never ate for emotional 
reasons and still doesn’t.
Supporting existing literature some participants described how their emotional or 
binge eating behaviour disappeared following surgery (e.g. Larsen et al., 2004; 
Laurenius et al., 2012), developed following surgery or remained the same (e.g. Hsu, 
Betancourt, & Sullivan, 1996). These different patterns of eating behaviours were 
related to outcome, and all participants, apart from one, who described no 
postoperative eating in response to emotions were successful weight losers (n=5).
Interestingly, participants who described postoperative eating in response to 
emotions all described how their eating was no longer restricted and are able to eat as 
they did before undergoing surgery. For example Teddy stated
‘My stomach stretched so I went back to eating the same as I did before surgery.’
A similar story was told by Esme:
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T can pretty much eat normally again now.. .and I never thought that would happen you know, I 
thought that it would be for life that I was limited.’
In contrast, successful weight losers described how their eating behaviour was 
restricted in some way following their surgery. For example, Tamsin described how 
she is unable to eat large amounts of food and can’t eat things like rice anymore, and 
Olivia can no longer eat anything fatty without suffering with negative 
consequences. Katy and Alice described how they can virtually eat anything now but 
in moderation, for example:
‘I can really eat what I want to eat within reason, and I do still have a little bit o f chocolate and I do 
still have the odd fiy up but its literally the smallest bit that you can think of, I can’t have too much, I 
can still have a biscuit but you know I can’t have more than one or two, whereas before I’d eat a 
whole pack’ (Alice).
Others describe how they still suffer with unwanted side-effects following their 
surgery:
‘I’m sick almost every day, because o f the surgery, and I’m eating soft foods, soups. I’m very limited 
to my diet. ..I find things like uhm, I can’t eat most meats, chicken occasionally if  it’s really soft’ 
(Nancy).
Participants described their current behaviours as being either restricted or 
unrestricted. These different groups were related to outcome, and those who 
described their eating behaviours as being restricted were the ones who were 
successful at weight loss (all of the six).
6.4.4 Relationship with food
Participants described their relationship with food and how this had or hadn’t 
changed as a result of surgery. Many described how food has become less important 
to them since undergoing surgery. For example, Olivia described how:
‘I don’t really crave for food. Sometimes I think ‘Have I eaten today?’ because food just doesn’t 
bother me anymore.’
Others described how their relationship with food has become more of a necessity:
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‘Your relationship with food doesn’t become a joy anymore it becomes just a necessity.. .before the 
weight loss before the surgery my brain should have been thinking about food that way anyway’ 
(Alice).
Others describe how they eat when they are hungry and don’t forbid themselves 
anything:
‘I eat if  I am hungry...! don’t ever refuse myself anything’ (Celia).
In contrast, some describe their postoperative relationships with food in a very 
different light almost being obsessed with food still. For example Teddy described 
how he is ‘addicted to food’ as much as he is ‘addicted to alcohol.’ Michelle 
described how she is constantly thinking about food and that her husband tells her 
that she is ‘constantly eating’ and Esme described how she is always ‘tempted by 
food.’
Others describe a negative reaction to surgery in that they feel it has made them 
obsess with food by reducing their ability to eat it:
‘I don’t know if  other obese people are the same but I do see it as a form o f deprivation if  I can’t eat 
what I want to eat when I want.. .if  one o f the good points of your life is food and the idea is that 
you’ve got to stop eating it in the quantities and possibly some o f the things that you do eat, what does 
it leave you? I just can’t do it’ (Jackie).
Thus, participants described how surgery improved their relationship with food by 
removing their desire for food, others described how their relationship with food is 
still a poor one. All participants who described a changed relationship with food, one 
that has shifted to a more adaptive one, were successful weight losers (all of the six).
When discussing relationships with food, a topic that emerged throughout the 
dialogue was the notion of control. Some described how they felt more in control of 
their eating following surgery:
‘I feel able to control what I put into my mouth... ’ (Nancy)
Whereas others felt that their eating was out of control:
‘I feel like I am out o f control again so I mean.. .1 am contemplating having a revision surgery so I 
have my stomach and stomach pouch narrowed again’ (Esme)
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Some described how the surgery controlled their eating for them:
‘Oh the surgery controls my eating.. .you get like a warning sign to say that’s it you’ve had enough’
(Olivia)
Whereas others described how surgery was a tool that taught them how to change 
their behaviours:
T am more aware about what I am doing now (eating)...so I consciously make better choices’ 
(Nancy).
One participant described surgery as a way of controlling her eating, and was similar 
to the role her mother played when she lived at home:
‘In a way it was my mum on my shoulder in that respect as in it made the portion control but also 
because there’s a physical barrier you know, the physical barrier is still there as time goes past your 
body adapts to that physical limitation and your mind adapts to the new habits and behaviours as well’ 
(Tamsin).
Unfortunately, some described how surgery was able to control their food intake, but 
was unable to control the mind resulting in mind/body conflict:
‘I know it sounds silly but you still will always dish yourself up a normal amount o f food because 
you’re so used to having that’ (Esme).
Similarly, Jackie describes how:
‘Initially your mind tells you you’re not full up, even though your stomach doesn’t allow it to go 
down so I found the best things I could get down was chocolate and ice-cream.’
The notion of control has been frequently cited in studies investigating experiences 
of patients having weight loss surgery (Ogden et al., 2006). Supporting existing 
research, participants described their eating behaviours as being either directly 
controlled by their stomach, as being controlled by themselves as a result of the 
surgery or by their mind irrelevant of surgery. The finding that the mind and body 
conflict is there has been reported in the literature already. Interestingly, all 
participants who described the mind/body conflict were unsuccessful weight losers 
(all four).
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6.5 Main discussion
Bariatric surgery has been shown to produce a significant amount of weight loss in 
overweight and obese individuals (e.g. Sjostrom et al., 2007). The present study 
aimed to explore the patient’s long-term experience of having obesity surgery with a 
particular focus on eating behaviours. After analysing the data, it became evident that 
links between themes emerged, however, given the sample size and sampling method 
used, generalisations made remain tentative, and future quantitative research is 
needed to test these links. Despite this however, the results do provide an insight into 
the experience of bariatric surgery and its effects on eating behaviour and eating 
related cognitions.
The results show that all individuals opted for obesity surgery after many failed 
weight loss attempts. They described good short-term weight loss but subsequent 
failure at maintenance using behavioural methods, providing support for much 
existing research (e.g. Douketis, Macie, Thabane, & Williamson, 2005; Walsh & 
Flynn, 1995). In addition, patients attributed their obesity to either uncontrollable 
internal factors or controllable external factors. A range of motivators for opting for 
surgery were described including appearance and self-esteem issues, concerns about 
health, health risks and being refused medical treatment on the grounds of obesity. 
Patients also provided detailed accounts of their eating behaviours pre and post­
surgery. For some, their eating behaviour deteriorated following surgery, for others 
the physical restriction and negative side-effects if they overate lead to better eating 
behaviour following surgery. However, for others their maladaptive eating 
behaviours remained unchanged. Finally, patients described their relationship with 
food following surgery. Some described how surgery had affected their relationship 
with food making food less important and less of a focus, and others described how 
surgery had restored their normal relationship with food by restoring adaptive eating 
behaviour. Whereas others described how surgery had affected their relationship with 
food by making it more of a focus.
The finding that beliefs about the causes of obesity fell into two categories, 
uncontrollable internal factors relating to physiology and controllable external factors 
relating to psychology, supports previous research suggesting that some patients 
prefer a more medical model for their obesity (e.g. Ogden et al., 2006). The finding
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that patients who provided a more psychological explanation for their obesity were 
more successful with their weight loss is in line with previous research in this area 
(Ogden, 2000). Taken together, these findings suggest that patients opting for 
surgery who believe the cause of their obesity lies within their control do better at 
weight loss. It seems plausible to suggest that individuals who attribute their obesity 
to uncontrollable internal factors, might well opt for weight loss surgery in the belief 
that it will do the work for them, with little thought about the effort they must put in. 
These might be the ones who subsequently fail with weight loss and maintenance.
These results support much of the previous quantitative research reporting mixed 
results on the effects of obesity surgery on eating behaviours. As highlighted in the 
introduction, quantitative research in this area has produced conflicting results, with 
some reporting the continuation or development of maladaptive eating behaviours 
(e.g. Hsu et al., 196) and others reporting a decrease or disappearance (Colles, Dixon, 
& O’Brien, 2008; Powers et al., 1999; White et al., 2006). That our study also reports 
a varied outcome amongst individuals undergoing surgery would suggest that the 
effects of surgery on eating behaviours are not only the result of the physiological 
changes brought about by surgery, but are highly dependent upon the individual.
The finding that individuals who reported postoperative eating in response to 
emotions were unsuccessful with weight loss compared to those who didn’t supports 
previous work highlighting the importance of postoperative eating behaviours at 
affecting outcome (e.g. Hsu et al., 1996). This would support the conclusion by 
Ogden et al. (2006) that patients eating behaviour and relationship with food post­
surgery may reflect the idiosyncratic meanings attached to the foods as well as the 
obvious physical restrictions placed on them by the surgery. Taken together, these 
findings highlight the importance of psychological factors involved in the process of 
weight loss following obesity surgery as well as the importance of postoperative 
eating behaviours at affecting outcome. In light of these findings, it seems plausible 
to suggest that future research might benefit from seeking to identify predictors of 
whether individuals will change their eating behaviours to a more adaptive form 
following surgery or indeed develop maladaptive eating behaviours as a result of 
surgery.
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The findings suggest that surgery can have a profound effect on patients’ 
relationships with food, however, it is not always a positive one. That some patients 
develop a healthier relationship with food whereas others continue with or develop 
an unhealthy relationship with food following surgery reinforces the importance of 
psychological factors and supports previous qualitative research in this area (e.g. 
Ogden et al., 2006). If shifts in relationships with food were due to physiological 
mechanisms and changes in the stomachs ability to digest and absorb food, then less 
variability should be reported in relationships following surgery. This however, is not 
so. That individuals who reported a healthy relationship with food post-surgery were 
successful with weight loss, again highlights the importance of postoperative 
circumstances for weight loss outcome.
Ogden et al. (2006) described how central to all themes emerging from their 
interviews was the concept of control, and the findings of the present study support 
this. Ogden et al. (2006) describe how patients opt for surgery through the desire to 
hand over control to an external force (i.e. surgery) which in turn allows them to 
develop a new sense of control over both their eating and weight. Although the 
present findings provide support for this notion, it also suggests that in some, 
handing over control to the surgery may not be a good thing, as they may feel 
relinquished of their responsibility, relying too heavily upon the surgery to take 
control. A recent study by Ogden, Avenell, & Ellis (2010) investigated patient’s 
experience of unsuccessful weight loss surgery and concluded that following 
recognition that the operation wasn’t all controlling but a tool to be worked 
alongside, lead to success after a second weight loss procedure. Therefore, it is 
paramount that when opting for surgery patients are made fully aware that surgery is 
a tool to be worked with, requiring a lot of effort on their part.
Further, supporting previous research (e.g. Ogden et al., 2010) patients described 
their eating behaviours as being controlled by their stomach, by themselves (i.e. mind 
and stomach) or by their mind irrelevant of their stomach which suggests that control 
exhibits itself in different ways. That participants who described a mind/body 
conflict were unsuccessful weight losers suggests that in order to achieve good 
weight loss, surgery must facilitate a shift in control to both the mind and the body. 
Again, this supports the conclusion of Ogden et al. (2010) that failure is associated
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with a divided self, a division between mind and body. Again, as has been noticed 
throughout this study, this highlights the importance of not neglecting the mind 
throughout this whole process.
Finally, the present study aimed to build on current research by investigating long 
term experiences of weight loss surgery by interviewing patients who had surgery 
eight or more years ago. It was hoped different themes to those already reported in 
the qualitative studies in this area would emerge, unique to the long term experience, 
which might provide an insight into long term weight loss and maintenance in these 
patients. However, no new themes emerged. Many quantitative studies report that 
weight loss slows or ceases in patients at around the two year mark (Sjostrom et al., 
2007) which raises the question, does the physiology alter after this period?
However, that the patients report varying restrictions after such a long time since 
surgery suggests this is not the case, and for some the restrictions still apply whereas 
for others they have ceased. Whether this is a consequence of postoperative eating 
behaviour remains unknown, a question that must be investigated if longer term 
outcome is to be improved. The finding of the present study, that successful weight 
losers all described how their eating behaviour was still restricted in some way, 
suggests a strong link between restricted eating and weight loss. It seems likely that 
eating behaviour is behind this, however, future quantitative research must 
investigate this further.
6.6 Chapter conclusion: Towards an understanding of the role of social- 
cognitions and eating behaviours for the prediction of weight loss
Although obesity surgery can achieve good weight loss and maintenance, there is 
great variability in the results seen between patients. The results of the present study 
suggest that surgery affects individual eating behaviour differently, which appears to 
be associated with subsequent weight loss. The finding that EE can persist after 
surgery highlights an important area to be targeted if outcomes are to be improved. In 
addition, the finding that some individuals developed maladaptive eating behaviours 
whereas others corrected these behaviours as a result of surgery, suggests that 
screening patients out who have poor eating behaviours prior to surgery is of no 
benefit. Although findings of the present study validate much of the existing 
literature investigating surgical weight loss experiences, it is the first to investigate
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experiences of surgery in the longer term. It suggests that after a long period of time, 
some individuals still report restrictions in their eating behaviour whereas others do 
not, the reasons for which require further investigation using longitudinal 
quantitative research methods. If patient outcomes are to be improved following 
surgery then patients need to adopt healthier eating behaviours and avoid eating in 
response to emotions. This could be facilitated through psychological support pre 
and post-surgery by teaching patients to be more aware of when they eat in response 
to emotions and teaching more adaptive coping strategies to replace the use of food.
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Study 3
Randomised Controlled Trial of a Planning Prompt 
to Enhance Weight Reduction in Patients undergoing
Bariatric Surgery
7.1 Chapter overview
This chapter presents a randomised controlled trial (RCT) investigating the effects of 
a planning intervention on weight loss outcome in a sample of individuals 
undergoing bariatric surgery. Section 7.2 introduces the study and aims while section
7.3 describes the study in detail. The results are presented in section 7.4 and then 
discussed in section 7.5 followed by a short conclusion which summarises the 
findings and considers their contribution to the current literature on planning 
interventions for weight loss.
7.2 Introduction
Many different interventions are available to treat obesity, and clinical guidelines on 
the treatment of obesity generally consider the degree of overweight, health risk 
factors and comorbid conditions in identifying the most appropriate treatment for an 
individual. The two most common approaches are behavioural weight loss (BWL) 
and surgical weight loss (SWL) interventions. Both interventions place a major 
emphasis on diet modification for weight loss, and following healthy eating plans is 
one of the major aims of weight loss interventions (National Heart, Lung, and Blood 
institute, 1998).
Planning is among the factors identified as being related to weight loss behaviours 
(e.g. Renner et al., 2007; Schwarzer & Luszczynska, 2008). It is used to transform a 
behavioural intention into (1) detailed instructions on when, where, and how to 
perform the desired behaviour and (2) how to avoid failure. While the first kind of 
planning (known as action planning) has been found to be effective mainly for
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initiating behavioural change, the latter kind of planning (known as coping planning) 
has been found to be especially effective for maintaining these changes (Sniehotta, 
Scholz, & Schwarzer, 2006; Sniehotta, Schwarzer, Scholz, & Schuz, 2005; Van 
Osch, Lechner, Reubsaet, Wigger, & De Vries, 2008). Forming plans is thought to 
facilitate goal attainment by increasing automatic responses to cues (Sheeran & 
Gollwitzer, 2006) as well as encouraging individuals to plan their actions more 
frequently (Luszczynska, Tryburcy, & Schwarzer, 2006) and numerous plans may be 
developed with the aim of achieving a global intention.
7.2.1 Empirical support for planning
In commercial weight reduction programs participants are encouraged to make action 
plans about what and where they will eat (Heshka et al., 2003) and much empirical 
research exists that provides support for the usefulness of action planning for 
predicting healthy eating. For example, action planning has been associated with 
following a low fat diet (Renner et al., 2007) and increased consumption of fruit and 
vegetables (Luszczynska, Tryburcy, & Schwarzer, 2007). Specifically in overweight 
and obese individuals, planning has been shown to be associated with the 
consumption of lower levels of high fat food (Schwarzer & Luszczynska, 2008). 
Previous research also suggests coping planning is an effective strategy for the 
maintenance of health goals (Sniehotta et al., 2005, 2006; Van Osch et al., 2008), 
although indications are that this strategy is not often used spontaneously (Berg et 
al., 1997; Polivy & Herman, 2000, 2002).
Studies employing implementation intention (II) interventions (a form of action 
planning) to increase healthy eating have successfully decreased fat intake 
(Luszczynska, Scholz, & Sutton, 2007) and increased fruit and vegetable 
consumption (Luszczynska, Tryburcy, & Schwarzer, 2006). Research suggests that 
in addition to specifying when and where to act (i.e. action planning), also making 
plans about how to overcome anticipated barriers may result in larger effects of the II 
(e.g. Kellar & Abraham, 2005; Sniehotta, Scholz, & Schwarzer, 2006).
A randomised controlled trial carried out by Luszczynska, Abraham, and Sobczyk 
(2007) investigated the effects of an II plus coping planning intervention on weight 
loss in a BWL group (weight watchers). Their sample included 50 overweight or
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obese individuals who were assigned randomly to control (n=25) or intervention 
(n=25). The intervention involved getting participants to generate action and coping 
plans about their physical activity and nutrition for the following week with detailed 
information and instruction on how to do this from the researcher. Measures of 
weight and planning were taken at baseline and two months after receiving the 
intervention and outcome was measured as a change in weight and BMI from 
baseline to follow-up. Results showed that the addition of the intervention doubled 
the impact of the weight loss program on weight reduction over the two months 
following receipt of the intervention, suggesting that a planning intervention is able 
to enhance weight loss in overweight and obese treatment seeking individuals.
The study by Luszczynska et al. (2007) and the majority of other studies cited 
employed II interventions that gave detailed instruction by the interviewer on how to 
generate IPs. Some suggests that the quality of IPs that don’t involve instructions on 
how to generate plans is generally poor (Luszczynska et al., 2007), however, recent 
research carried out by de Ridder et al. (2011) has linked the formulation of lesser 
quality eating plans to feelings of hunger. Thus it seems plausible to suggest that 
employing an II intervention in surgical patients, who as a result of surgery are 
supposed to feel reduced levels of hunger, would result in the formulation of quality 
eating plans which in turn will enhance weight loss.
No studies to date have investigated the role of planning or the usefulness of 
planning interventions in individuals undergoing SWL interventions. It is evident 
that weight loss surgery produces significant improvements in weight loss, especially 
in the short-term (Krai et al., 2002; O’Brien, McPhail, Chaston, & Dixon, 2006; 
Rabner & Greenstein, 1991), however a small number of patients are still reported to 
fail to lose a significant amount of weight post-operatively (Brolin, Kenler, Gorman, 
& Cody, 1999; Sugerman et al., 1989). Thus, if weight loss outcomes are to be 
improved, additional interventions that work alongside the SWL intervention are 
needed. Given its association with healthy eating and behavioural weight loss, it 
seems plausible to expect a planning intervention to have a positive effect on weight 
loss in surgical patients.
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7.2.2 Aims and Hypotheses
Consequently, the present study investigated the effects of an action and coping 
planning intervention on weight loss outcome in a sample of individuals undergoing 
surgery for weight loss. Two hypotheses were tested:
1. Higher planning would be associated with greater weight loss.
2. Participants receiving the planning intervention should lose more weight than 
those in the control group at follow-up.
7.3 Method
7.3.1 Participants
G-Power 3.1.3 was used to carry out an a-priori analysis to calculate the required 
sample size with an a of 0.05, a medium effect size (0.5) and power of 0.95. A total 
of 210 participants were required however, recruitment was much slower than 
anticipated and delayed by attainment of ethical approval. As part of a larger RCT 
exploring the impact of psychological support on the outcome of bariatric surgery, 67 
participants (20 male, 47 female) were recruited from a NHS hospital in Sussex 
where they were scheduled to undergo bariatric surgery. The sample had a mean age 
of 45.96 (SD = 11.02, range = 18- 67). Surgical indications were a BMI > 40kg/m^ 
or a BMI of 35-40kg/m^ with serious comorbidity.
7.3.2 Design
A Randomised Controlled Trial study was conducted over a six month period. The 
participants had given signed informed consent before participating. The first 
measurement (Time 1) was taken 2 weeks before the surgical procedure. The second 
and third measurements (Time 2 and Time 3) were taken three and six months later.
7.3.3 Measures
The primary outcome was participants’ change in BMI from Time 2 (pre planning 
intervention) to Time 3 (post planning intervention). Demographic characteristics 
and weight were measured at Time 1. Weight and planning were measured at Time 2 
and Time 3 (Appendix M).
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7.3.3.1 Demographic characteristics
Participants completed measures of their age, height, weight, gender, education, 
ethnicity, employment status and class.
1 3 3 2  Height and weight
The bariatric nurse measured participants’ height and weight. Height was measured 
using a wall-mounted ruler. Weight was measured in light clothing and without shoes 
on a digital scale. Participants measured and reported their own weight at Time 2 and 
Time 3. These scores were used to calculate the participants’ BMI scores.
1 3 3 3  Planning
For the assessment of diet planning, items were taken from the action and coping 
planning scales by Renner and Schwarzer (2003). The header was changed from “A 
lot of people try to change their nutrition habits and eat less salt and less fatty or 
greasy food. How about you?” to “A lot of people try to change their nutritional 
habits following surgery, how about you?” Action plans were measured with five
items; “I already have concrete plans where I will eat, when I will eat, how I will
eat, how often I will eat and when and how I will prepare my food”. The reliability 
for these items was 0.91 at Time 2 and 0.95 at Time 3.
Coping plans were measured with three items; “I already have concrete
plans when I have to watch out in order to maintain my new nutrition habits, what
to do in tempting situations so as not to fall back into my old nutrition habits and 
what I would do in case of relapse”. The reliability for these items was 0.81 at Time 
2 and 0.81 at Time 3.
Original response items were used and responses were made using five-point Likert 
scales ranging from (1) strongly disagree to (5) strongly agree. A total score for the 
action planning measure was the mean of the items and a total score for the coping 
planning measure was the mean of the items. A higher score indicates higher 
planning behaviours.
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7.3.4 Procedure
Prior to conducting the study ethical approval was obtained from the ethics 
committee at the University of Surrey and from the Western Sussex NHS trust.
7.3.4.1 Time 1
After consultation with the bariatric surgeon, the bariatric clinic passed details of all 
patients accepted for bariatric surgery to the researcher. These patients were sent an 
information sheet (Appendix K) providing details of the study. Then at surgical pre­
assessment, participants met with the researcher and were reminded of the details of 
the study and asked if they were happy to participate. If so, participants signed two 
consent forms (one for their own records, the other for the researcher’s records; 
Appendix L) and completed the questionnaire. After completion of Time 1 measures, 
participants were randomly assigned to an experimental group with a planning 
treatment or a control group, based on a random number sequence.
7.3.4.2 Time 2
Three months after completing the Time 1 questionnaire, participants were sent the 
Time 2 questionnaire (to their home address) and asked to complete the 
questionnaire and return it in the stamped addressed envelope provided.
7.3.4.3 Time 3
Six months after completing the Time 2 questionnaire, participants were sent the 
final questionnaire (to their home address) and asked to complete the questionnaire 
and return it in the stamped addressed envelope provided.
7.3.5 Planning intervention
Prior to conducting the study a list of participant numbers were randomly allocated to 
the control condition or the intervention condition. On entry to the study participants 
were allocated a participant number and received the intervention if they were 
allocated to the intervention condition. The first section of the form highlighted how 
important planning is for successful behaviour change (see Appendix N).
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The II instruction on the form was: “Please think about when, where and how you 
plan to eat healthy? Please write down yours plans in the following table. The more 
precise, concrete and personally you formulate your plans, the more they can help 
you.”
The coping planning instruction on the form was: “Please think about which 
obstacles or barriers might interfere with the implementation of your eating plans? 
How could you successfully cope with such problems? Please write down yours 
plans in the following table. The more precise, concrete and personally you 
formulate your plans, the more they can help you.”
The II intervention was delivered at Time 2 (three months post-surgery) to allow 
patients eating behaviours to normalise, since in the first few months following 
surgery their ability to eat and drink is very restricted.
7.3.6 Analytic Strategy
Testing hypothesis 1: Higher planning would be associated with greater weight 
loss.
The associations between weight loss and planning behaviour were assessed using 
correlations.
Testing hypothesis 2: Participants receiving the planning intervention should 
lose more weight than those in the control group at follow up.
The effects of the experimental condition on change in BMI were assessed using t- 
tests.
7.4 Results
7.4.1 Demographic characteristics
Of those recruited in the study («=67) the majority were female (70.1%). The 
majority had secondary education (46.3%) or vocational qualification (40.3%). The 
majority of the participants were from working class (80.6%) although 17.9% were 
from middle class. A greater number of participants were in full-time employment
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(43.3%), although 26.9% and 29% were employed part-time or unemployed, (see 
Table 7.1).
Table 7.1: Demographic characteristics of participants
M(SD) N %
Age (y) 45.96(11.02) 67 -
BMI Time 1 49.01(8.21) 67 -
BMI Time 2 39.79(6.48) 58 -
BMI Time 3 36.93(5.87) 22 -
Gender
Female - 47 70.1
Male - 20 29.9
Ethnic origin
Black - 0 0
Asian - 1 1.5
White - 66 9&5
Other - 0 0
Level of Education
Less than secondary school - 2 3
Secondary school - 31 46.3
Vocational qualification - 27 40.3
Degree - 6 9
Postgraduate degree - 1 1.5
Class
Woking - 54 8&6
Middle - 12 17.9
Upper - 1 1.5
Employment
Full-time - 29 43.3
Part-time - 18 26.9
Neither - 20 29.9
Note: BMI = Body Mass Index.
7.4.2 Randomization check and dropout analysis
To check randomisation, patients from the control and intervention groups were 
compared with respect to demographics (see above), weight pre-operative, weight 
loss pre-operative and levels of action and coping planning pre-operative. The groups 
did not differ on any of these variables (see Table 7.7).
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A total of 58 (87%) patients completed Time 2 measures and a total of 22 (32%) 
completed Time 3 measures. Because of the high attrition from Time 2 to Time 3, 
patients who discontinued participating in the study at Time 3 were compared to 
those who took part in all waves of the study. Analysis revealed no difference 
between patients on all of the variables apart from age, where patients who dropped 
out of the study by Time 3 were significantly younger than patients who completed 
the study (see Table 7.2).
Table 7.2: Dropout analyses
Completers
(«=22)
Dropouts
(«=45)
M SD M SD f(65)
Sex
Age (yrs) 50.58 11.56 43.32 10.46 -2.49*
Class -.94
Education .10
Employment -.33
Intervention -.40
T1 BMI 49.47 7.98 48.67 8.47 -.36
T2 BMI 41.02 6.55 38^2 6.39 -1.22
T2 weight loss -8.45 2.62 -9.76 3.11 -1.67
T2 Action planning 3.79 0.86 3.69 0.88 -.45
T2 Coping planning 3.68 0.91 3.37 1.12 -1.11
Note. BMI = body mass index.
><•05, *><.01, **><.001.
7.4.3 Testing hypothesis 1: Higher planning would be associated with greater 
weight loss
The first hypothesis concerned the associations between weight loss and planning. 
Although no significant relationships were found, relationships with moderate effect 
sizes between planning and BMI and planning and weight loss were observed. For 
the total sample as well as for the independent groups, a greater BMI at all three time 
points was related to greater levels of coping and action planning at Time 2 (see 
Tables 7.4 -  7.6). For the total sample as well as for the independent groups, greater 
levels of action and coping planning at Time 2 were related to greater weight loss at 
Time 3 (see Tables 7.4 -  7.6).
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Table 7.3: Descriptive statistics according to intervention group
Time 1 
M  SD N
Time 2 
M SD N
Time 3 
M SD N
BMI
Intervention 48.58 7.52 26 39.70 5.60 26 36.36 5.46 8
Control 49.34 8.83 32 39.85 6.94 32 37.26 6.27 14
Weight loss
Total sample -9.22 2.97 58 -3.73 1.62 22
Intervention -8.88 2.94 26 -3^8 2.03 8
Control -9.49 3.00 32 -3.64 1.42 14
Action plan
Total sample 3.73 0.86 58 3.72 1.12 22
Intervention 3.67 0.76 26 3.84 1.13 8
Control 3.78 0.95 32 3.63 1.15 14
Coping plan
Total sample 3.50 1.04 58 3.50 1.07 22
Intervention 3.36 1.06 26 3.27 1.20 8
Control 3.67 0.98 32 3.67 0.98 14
Note. BMI = Body Mass Index. Action and coping planning were measured on a 
scale of 1 (strongly agree) to 5 (disagree).
Table 7.4: Correlations: Total sample
Time 2 («=58) Time 3 («=22)
Action plan Coping plan Action plan Coping plan
T1 BMI .34" .24 .03 .07
T2 BMI .40** .33* .06 .01
T3 BMI .45*^  .36*^ -.01 .07
T2 weight loss -.06 .06 -.06 -.19
T3 weight loss -.28  ^ -.29^ .07 .04
Note. BMI = body mass index. Time 2 weight loss = T2B M I- T1 BMI. Time 3
weight loss = T3 BMI -  T2 BMI.
«^ = 22.
Table 7.5: Correlations: Intervention group
Time 2 (n=26) Time 3 (n=8)
Action plan Coping plan Action plan Coping plan
TIBM I .51" .28 .27 .26
T2 BMI .49* .40* .33 .14
T3 BMI .22* .IT .20 .19
T2 weight loss -.29 .11 .01 -.40
T3 weight loss -.20* -.20* .09* -.13*
Note. BMI = body mass index. Time 2 weight loss = T2 BM I- T1 BMI. Time 3
weight loss = T3 BMI -  T2 BMI.
«^ =
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Table 7.6: Correlations: Control group
Time 2 (n=32) Time 3 (n=14)
Action plan Coping plan Action plan Coping plan
T1 BMI .24 .20 -.10 -.09
T2 BMI .35* .28 -.10 -.07
T3 BMI .54** .41* -.10 -.03
T2 weight loss .10 .04 .06 .13
T3 weight loss -38 -.36 .06 .20
Note. BMI = body mass index. Time 2 weight loss = T2 BMI -  T1 BMI. Time 3 
weight loss = T3 BMI -  T2 BMI.
*« = 14.
7.4.4 Testing hypothesis 2: Participants receiving the planning intervention 
should lose more weight than those in the control group at follow-up.
The second hypothesis concerned the effects of the intervention on weight loss. A t- 
test revealed no significant difference between the intervention and control groups on 
weight lost following the intervention (see Table 7.7).
To check whether the planning intervention had an effect by increasing levels of 
action and coping planning in individuals receiving the intervention, t-tests were 
performed that I) assessed a change in action and coping planning from Time 2 to 
Time 3 and 2) assessed Time 3 action and coping planning behaviours. No 
significant difference was observed in the intervention group between levels of Time 
2 and Time 3 action and coping planning [t(9) =1.66, ns]. The two groups did not 
differ on levels of coping planning behaviour (see Table 7.7) suggesting the 
intervention was ineffective at increasing levels of action and coping planning.
Table 7.7: Independent samples Mests
t P N
T1 BMI -.35 .73 58
T2 BMI -.09 .93 58
T3 BMI -.34 .74 22
T2 Weight loss .77 .44 58
T3 Weight loss -32 .75 22
T2 Action plan -.49 .63 58
T2 Coping plan -.93 .35 58
T3 Action plan .45 .66 22
T3 Coping plan -.90 38 22
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7.5 Discussion
The current study aimed to investigate the effects of an action and coping planning 
intervention on weight loss in individuals undergoing surgery for weight loss. 
Confirming other research (e.g. Luszczynska, Abraham, & Sobczyk, 2007) the 
current study observed moderate effect sizes between action and coping planning and 
weight loss suggesting that greater levels of action and coping planning are 
associated with greater weight loss. However, it must be noted that these results did 
not reach significance, possibly due to the very small sample size.
In addition, in contrast to the findings of Luszczynska et al. (2007), the addition of an 
action and coping planning intervention had no impact on weight loss among 
surgical patients over three months. A number of possible explanations for this may 
be offered. Firstly the study conducted by Luszczynska et al. (2007) recruited 
individuals from a BWL program and their findings do not extend to overweight and 
obese individuals undergoing SWL interventions. Much evidence suggests that 
patients lose a significant amount of weight in the first few years following surgery 
(e.g. Sjostrom et al., 2007). Thus is seems plausible to suggest this results in patients 
feeling satisfied with their degree of weight loss with no desire to work any harder 
than they already are, by forming plans for example. However, when weight loss 
slows at around two years post-operatively (Sjostrom et al., 2007), and patients need 
to start working harder to achieve successful weight loss, coping and planning 
interventions may be more effective. Further long-term studies are needed to 
investigate this.
Another possible explanation lies with the design of the intervention with analyses 
revealing that it was unsuccessful at enhancing levels of action and coping planning. 
Previous studies investigating the effects of II interventions at enhancing weight loss 
(e.g. Luszczynska et al., 2007) have employed II interventions that include detailed 
and specific instructions from the investigator on how to formulate quality plans. 
Based on this it seems possible that the uninstructed II intervention employed in the 
present study was ineffective and the inclusion of instructions on how to generate 
quality action and coping plans as suggested by Luszczynska et al. (2007) is 
necessary.
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7.5.1 Methodological limitations
The present study has several limitations. Firstly, as already mentioned it 
investigated the effect of an uninstructed II intervention which was unable to 
increase action and planning behaviour and the use of an instructed II intervention 
might have been more effective. However, the ease with which it could be delivered 
to participants meant that it was conducive to the current research. In addition, since 
De Riddler et al. (2011) suggested that individuals with lower feelings of hunger 
generate better quality plans than individuals with greater feelings of hunger, 
together with the fact that surgery is designed to reduce feelings of hunger in the 
early period following surgery, it seemed like an appropriate intervention to use.
Another limitation is the small sample size meaning power to detect relationships 
between variables was low. In addition, the follow-up time (three months) was short 
meaning patients were in the early stages of post-surgical weight loss which is often 
rapid requiring minimal effort. However, data collection for the present study is on­
going and it is hoped that adequate numbers of patients will be recruited that will 
identify any missed associations and add confidence to any conclusions drawn.
7.6 Chapter conclusion
In light of the small sample size, conclusions drawn from the present study remain 
tentative. Results suggest that greater levels of action and coping planning are 
associated with greater levels of weight loss in individuals undergoing surgical 
weight loss procedures. However, the action and coping planning intervention 
employed which does not include detailed instruction on how to generate quality 
plans, appears unable to affect subsequent planning behaviour and weight loss in this 
population.
209
8
DISCUSSION AND CONCLUSION
8.1 Chapter overview
This chapter draws together the findings of the three empirical studies of this thesis 
and discusses their contribution to the existing literature. It begins by summarising 
each of the main findings (section 8.2) before discussing them in the context of the 
overall research aims and the existing literature which was reviewed in chapter one 
(section 8.3). Implications for theory, research and practice are outlined in Sections
8.4 -  8.6. Section 8.7 discusses the strengths and limitations of the applied 
methodology and the chapter conclusion (section 8.8) outlines how this thesis has 
contributed to our understanding of behaviour change in individuals opting for 
behavioural and surgical methods of weight loss.
8.2 Summary of research outcome
This thesis considered behaviour change and weight loss in individuals undergoing 
SWL and BWL interventions. The review presented in chapter one highlighted 
inconsistencies relating to predictors of eating behaviour and weight loss, particularly 
regarding maladaptive eating behaviour since most studies employing the HAP A 
model as a fi'amework focus on adaptive eating behaviours. Specifically, the overall 
aim of the research was to investigate predictors of eating behaviour and weight loss 
using the HAPA model as a theoretical framework. Its intentions were to enrich 
understanding of the roles of the experiences involved; make empirical contributions 
to the understanding of behaviour change process and enhance theoretical knowledge 
of the psychological processes involved. A brief summary of the findings of the three 
studies will now be presented.
Study 1 Part 1: Investigated the differences in social cognitions between individuals 
undergoing SWL and BWL interventions, as well as the impact of each intervention 
on these cognitions during treatment. The findings suggested that individuals opting 
for these modes of management exhibit different levels of social cognitions relating 
to weight loss indicating a different mind-set and a different stage of readiness to
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lose weight. In particular, those in the SWL showed greater levels of many of the 
motivational components of the model. In addition, the findings suggest that both 
modes of weight loss management lead to a change in the social-cognitions relating 
to weight loss, with certain mechanisms such as outcome expectancies and self- 
efficacy being affected differently according to the mode of management. However, 
these observed effects dissipate at three months post-intervention.
Study 1 Part 2: Investigated predictors of intentions, intuitive eating and weight loss 
in individuals undergoing BWL and SWL interventions. Using the HAPA as a 
fi-amework, the findings highlighted the importance of motivational and volitional 
self-efficacy for the prediction of intentions and intuitive eating, particularly in 
surgical patients. The subscale unconditional permission to eat (UPE) was the only 
subscale of intuitive eating able to successfully predict weight loss in both modes of 
weight loss management, however its association with weight loss differed between 
modes suggesting that UPE may be considered an adaptive eating style for some 
modes of management (i.e. behavioural) but maladaptive for others (i.e. surgical).
Study 1 Part 3: Investigated predictors of maladaptive eating in individuals 
undergoing BWL and SWL interventions. The findings suggested that the utility of 
the HAPA model for the identification of predictors of maladaptive eating and 
change in maladaptive eating only pertains to the surgical management of obesity. 
Post-intentional constructs, specifically volitional self-efficacy, that translate 
intentions into action are necessary for the prediction of maladaptive eating.
However, for the prediction of change in maladaptive eating, intentions appear to be 
more important. Although stage theories propose that people do not always behave in 
accordance with their intentions and post-intentional constructs that translate 
intentions into action are necessary for understanding behaviour change, the present 
findings highlight the importance of not neglecting one or the other when 
investigating behaviour and behaviour change.
Study 1 Part 4: Investigated the role of maladaptive eating behaviours for weight 
loss in individuals undergoing SWL and BWL. The findings suggest that pre­
operative binge eating and emotional overeating do not predict weight loss. Further, 
the function of these eating behaviours for the prediction of weight loss differs within 
and between interventions, with findings suggesting that the presence of post­
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operative emotional overeating is important for weight loss outcome in both modes 
of weight management whereas the importance of a change in EO and BE varied 
between modes of management.
Study 2: Investigated the long-term experience of bariatric surgery with a particular 
emphasis on eating behaviour. The results from this study suggested that surgery 
affects individual eating behaviours differently, highlighting how in some individuals 
maladaptive eating can persist after surgery whereas others manage to correct these 
behaviours as a result of surgery. Further, for other individuals maladaptive eating 
can develop as a response to surgery. In addition the findings suggest that after a 
long period of time (eight or more years), some individuals still report restricted 
eating as a consequence of surgery whereas other report a decrease or disappearance 
in restrictions over time.
Study 3: Investigated a planning prompt to enhance weight reduction in those 
undergoing SWL interventions. The findings from this final study suggested that 
greater levels of action and coping planning are associated with greater levels of 
weight loss. However the implementation intention intervention employed here, one 
that did not include instruction on how to generate good quality coping plans, 
appears unable to affect subsequent coping planning behaviour and weight loss. In 
light of the small sample size, conclusions drawn from this study remain tentative.
Overall the three studies explored the predictors of eating behaviour and weight loss 
in surgical and behavioural participants and highlighted firstly a difference in 
cognitions between individuals opting for these modes of weight management and 
secondly a role for adaptive and maladaptive eating that differ between the two 
modes of management.
8.3 Linking the results to research aims and reviewed literature
The findings of the research are now discussed in relation to the aims set out at the 
beginning of this research and in the context of the relevant existing literature. Each 
of the five aims will be presented in turn.
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Aim 1: Investigate differences between individuals undergoing SWL and BWL 
interventions on components from the HAPA model and the impact of these 
interventions
Schwarzer (1992, 2008) suggests that motivational components of the HAPA model 
are important in the early stages of contemplation about adopting health behaviours, 
however once initiated these variables become redundant and components from the 
volitional stage of the model become more salient. Indeed, the present research 
supports this indicating that once individuals commence treatment, levels of 
components from the motivational phase of the HAPA model decrease whereas 
levels of volitional components such as planning start to increase. In particular the 
results indicate that the mind-set of participants varied according to where they were 
on the pathway to weight loss.
Different mind-set
Many health belief models, including the HAPA model, suggest that the process of 
intention formation is determined by beliefs and attitudes such as risk perception, 
outcome expectancies and self-efficacy. Schwarzer (1992, 2008) suggests that 
greater levels of these components are related to greater intentions to perform a 
health behaviour, which has been demonstrated in studies investigating healthy 
eating behaviour (e.g. Renner & Schwarzer, 2005; Renner et al., 2007; Schwarzer & 
Luszczynska, 2008). The current research observed that surgical patients generally 
exhibited greater levels of these motivational components including intentions, 
compared to individuals enrolling in BWL and suggests a difference between 
participants at the point of entry to the interventions. Based on this it seems likely 
that these cognitions influence which mode of management is chosen when 
considering weight loss and individuals with more extreme cognitions are more 
likely to choose the more invasive mode. However, empirical studies are necessary 
to prove this.
Previous research suggests that a greater perception of weight-related health risks has 
been associated with being at an advanced stage of readiness to lose weight (e.g.
Wee et al., 2005) and has proposed a link between risk-perception and objective 
health parameters (e.g. Renner & Schwarzer, 2005). Indeed the present research
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supports this showing that patients in the SWL intervention had a greater mean BMI 
and greater weight related risk-perceptions than individuals in the BWL intervention. 
In light of the finding of Wee et al. (2005), it seems likely that individuals opting for 
surgery are at an advanced stage of readiness to lose weight compared to individuals 
opting for behavioural interventions.
The present research suggests that BWL and SWL interventions impact certain 
components of the HAPA model differently (e.g. outcome expectancies) and based 
on findings from other studies it seems plausible to suggest this might be related to 
the different mind-set on entry to these interventions (highlighted by study one part 
one). For instance, the qualitative study (study two) highlighted how individuals 
undergoing SWL report how they expected surgery to do much of the work for them 
and take control of their eating behaviour which is most likely the result of them 
having no previous experience on which to base their expectations. However, when 
enrolling on behavioural interventions, individuals have often attempted many 
behavioural interventions before and therefore have more realistic expectations of 
what is involved and the likely outcome.
Aim 2: Investigate predictors of intention and eating behaviours in individuals 
undergoing BWL and SWL interventions
This aim was addressed in terms of predicting intentions and eating behaviour and 
the role of intention.
Predicting intentions
The process of intention formation is thought to be determined by beliefs and 
attitudes such as risk-perception, outcome expectancies and self-efficacy (Schwarzer, 
1992; 2008). Although these factors are said to play individual roles in the process of 
intention formation, Schwarzer (2008) suggested that self-efficacy is the most 
influential of these factors and the strongest predictor of behavioural intentions. 
However, empirical research suggests that the most influential factor for the 
prediction of intentions varies across studies with some suggesting self-efficacy (e.g. 
Renner et al., 2007), others suggesting outcome expectancies (Renner and 
Schwarzer, 2005) and others suggesting both risk-perception and outcome 
expectancies (Schwarzer & Luszczynska, 2008). Indeed the present findings confirm
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the importance of motivational self-efficacy for the prediction of intentions in both 
interventions however, in individuals participating in BWL interventions outcome 
expectancies appear to be equally important. Both the present research and the study 
by Schwarzer and Luszczynska (2008) recruited individuals attempting BWL and 
both highlight the salience of outcome expectancies for predicting intention. It seems 
plausible to suggest that the importance of each of the motivational components 
varies according to the population, with outcome expectancies being particularly 
salient in the domain of weight management.
Predicting eating behaviour
Many health behaviour models suggest that intentions are the most important 
determinant of behaviour (e.g. TPB, PMT), however some argue that such models 
better predict variability in intentions than variability in behaviour and do not 
account for the post-intentional phase in which goals are translated into action 
(Schwarzer, 2008). Research suggests that even when an intention has been 
developed, factors can arise that affect whether or not a behaviour is performed, for 
example, coping and recovery self-efficacy (Luszczynska & Schwarzer, 2003;
Scholz, Sniehotta, & Schwarzer, 2005) and action and coping planning (Lippke, 
Ziegelman, & Schwarzer, 2004; Sniehotta, Scholz, & Schwarzer, 2005; Ziegelman, 
Lippke, & Schwarzer, 2006). Supporting research highlighting the importance of 
volitional components (e.g. Luszczynska & Schwarzer, 2003; Scholz, Sniehotta, & 
Schwarzer, 2005) the findings of the present research indeed suggest that volitional 
components, in particular volitional self-efficacy, are important for the prediction of 
adaptive and maladaptive eating behaviours, particularly in patients undergoing 
surgery. Study one part two highlights the role of volitional self-efficacy for the 
prediction of intuitive eating in individuals undergoing BWL and SWL interventions, 
although more so in individuals undergoing surgery and study one part three shows 
how this extends to the prediction of maladaptive eating in surgical patients. Taken 
together these studies suggest that volitional self-efficacy is an important component 
to be considered in the weight loss domain.
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The role of intentions
Despite not being associated with adaptive and maladaptive eating behaviour per se, 
the findings of the present research suggest that intentions are far from redundant, 
particularly in SWL patients where they may in fact be more directly associated with 
behaviour change. Study one parts two and three revealed how intentions were 
unable to predict adaptive and maladaptive eating but were better able to predict a 
change in behaviour suggesting that individuals with greater pre-operative intentions 
to follow the post-operative guidelines were more likely to change their maladaptive 
eating behaviours following surgery. Thus the results of the present research suggest 
that intentions do have a role in the domain of weight loss, and they are more 
important for the prediction of eating behaviour change rather than static eating 
behaviour.
Aim 3: Investigate the role of adaptive and maladaptive eating behaviours in 
predicting weight loss
Adaptive eating behaviour
Recently, intuitive eating (IE), eating based on internal physiological hunger and 
satiety cues rather than external emotional cues (Tribole & Resch, 1995), has gained 
recognition as an adaptive eating style and has been associated with a lower BMI 
(e.g. Madden, Leong, Gray, and Horwath, 2012) and increased weight loss following 
behavioural interventions designed to increase IE (e.g. Bacon, Stem, Van Loan, & 
Keim, 2005). However, the present findings question whether it is an adaptive eating 
style for all modes of weight management. The physical eating (PE) and reliance on 
internal hunger and satiety cues (RIHS) components of the IE scale were not 
associated with weight loss in both modes of management however the component 
unconditional permission to eat (UPE) was, although its role for the prediction of 
weight loss varied between interventions. Specifically, its association with weight 
loss implies that it is an adaptive form of eating behaviour in individuals opting for 
BWL but is maladaptive in individuals opting for SWL. Surgical patients who allow 
themselves greater UPE post-surgery achieve a poorer weight loss, whereas 
individuals presenting for behavioural management who allow themselves greater 
UPE subsequently achieve a greater weight loss. The results of the qualitative study
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support this showing that individuals who report restricted eating report greater 
weight loss success.
Maladaptive eating behaviours
The research investigating the effect of pre-operative BE and EE behaviours on 
weight loss outcome contains conflicting results. Some studies have found that 
higher pre-operative levels predict poorer weight loss (e.g. Canetti et al., 2009; Hsu, 
Sullivan, & Benotti, 1997), whereas others have found no evidence to support this 
(Bocchieri-Ricciardi et al., 2006; Fischer et al., 2007; Powers, Perez, Boyd, & 
Rosemurgy, 1999; White, Masheb, Rothschild, Burke-Martindale, & Grilo, 2006). 
Indeed the present research provides support for the latter group of studies 
suggesting that pre-operative maladaptive eating behaviours are not associated with 
weight loss outcome in surgical patients. Taken together with the findings from study 
one part two showing that pre-operative UPE is more important for weight loss as 
opposed to post-operative measures, findings suggest that overall in patients opting 
for SWL management pre-operative eating behaviours are less important for weight 
loss outcome.
The present research highlights how the role of these two forms of maladaptive 
eating behaviours for weight loss differs. Whether individuals change their BE 
behaviour following surgery significantly predicts weight loss, with patients who 
decrease their levels of BE behaviour following surgery reporting more success. 
However, in contrast to the findings of Bueter et al. (2007) who suggest the same 
applies to emotional eating, the present findings suggest that post-operative EO is 
more important, with individuals who engage in less post-operative EO achieving a 
better weight loss outcome. The latter finding was confirmed by the results of our 
qualitative study which showed that individuals who reported no emotional eating 
following their surgery also reported a more successful weight loss outcome.
Aim 4: Investigate the effect of a planning intervention for post-surgical weight loss
Given the small sample size of study three, the power to detect associations was low 
making it difficult to draw conclusions based on the results obtained. Confirming the 
findings of other studies (e.g. Luszczynska, Abraham, & Sobczyk, 2007) the current 
research observed moderate effect sizes between action and coping planning and
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weight loss, suggesting that greater levels of action and coping planning are 
associated with greater weight loss. In contrast to the findings of Luszczynska et al. 
(2007), the addition of an Implementation Intention (II) intervention had no impact 
on weight loss among surgical patients over three months. The most likely 
explanation for this lies within the finding that the intervention employed was 
unsuccessful at enhancing levels of planning. However, an alternative explanation 
could be that Luszczynska et al. (2007) observed individuals undergoing a BWL 
intervention whereas the present research employed a surgical group and therefore 
such planning interventions are population specific and might not work for surgical 
patients.
However, taken together with the findings of study one parts one and two indicating 
that planning behaviours are not associated with weight loss behaviours, that is 
adaptive and maladaptive eating, our findings might suggest that in the early stages 
following surgery planning strategies are superfluous, because of the minimal effort 
required by patients in the first few months to achieve weight loss. However, 
planning may become more important as time since surgery lapses and weight loss 
naturally decelerates with more effort required by the individual to achieve 
substantial weight loss.
Aim 5: Investigate the long-term experience of individuals who have undergone 
surgery
Quantitative research suggests that bariatric procedures produce good initial weight 
loss in the first few years (Krai et al., 2002; O’Brien, McPhail, Chaston, & Dixon, 
2006; Rabner & Greenstein, 1991) however long-term weight loss outcome is less 
clear with studies reporting mixed results. Some report good long-term weight loss 
(Sjostrom et al., 2007) whereas others report poor long-term weight loss with high 
levels of weight regain after a period of 18 months to two years (Magro et al., 2008). 
In line with these findings our results suggest that surgery is able to produce good 
initial weight loss (in the first year) with a varied outcome in the longer term and it 
seems plausible to suggest this is related to variations in eating behaviour.
In terms of the impact of surgery on maladaptive eating behaviour (BE and EE), the 
findings of existing quantitative research are mixed, with some studies reporting that
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maladaptive eating behaviours can continue or develop post-operatively (Hsu, 
Betancourt, & Sullivan, 1996; Scholtz et ah, 2007) and others reporting a decrease or 
disappearance in these behaviours following surgery (Colies, Dixon, & O’Brien, 
2008; Lang et ah, 2002; Larsen et ah, 2004; Laurenius et ah, 2012; Powers et ah, 
1999;White et ah, 2006). In line with these findings our research also suggests a 
varied outcome with eating behaviour deteriorating in some patients following 
surgery whereas in others the physical restriction and negative side-effects of eating 
lead to an improvement in eating behaviour. For an additional group, maladaptive 
eating behaviour remains unchanged.
Ogden et ah (2006) highlights the concept of control as encompassing all themes 
emerging fi*om qualitative research with bariatric patients. In line with this the 
present research suggests that indeed patients opt for surgery through the desire to 
hand over control to an external force (i.e. surgery) which in turn allows them to 
develop a new sense of control over both their eating and weight. However, it also 
suggests that in some patients, handing over control to the surgery may be negative, 
leading to patients feeling relinquished of their responsibility, relying too heavily 
upon the surgery to take control. Further, in line with previous research (e.g. Ogden, 
Avenell, & Ellis, 2010) the present research suggests that patients believe their eating 
behaviours are controlled by their stomach, by themselves (i.e. mind and stomach) or 
by their mind irrelevant of their stomach, suggesting that control manifests itself in 
different ways. That participants who described a mind/body conflict were 
unsuccessful weight losers suggests that in order to achieve good weight loss, 
surgery must facilitate a belief that their behaviour is controlled by their mind as well 
as their body. This supports the conclusion by Ogden et al. (2010) that failure is 
associated with a divided self.
8.4 Implications for Theory
The results of the present thesis suggest that the HAPA model cannot be rejected for 
the identification of predictors of intentions and eating behaviours, both adaptive and 
maladaptive, in individuals wishing to lose weight. Although research has illustrated 
the broad range of applications of the HAPA model, such as physical exercise, seat 
belt use and the adoption of healthy eating behaviours, only one study to date has 
applied the model to the adoption of healthy eating behaviours in individuals
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enrolling in behavioural weight loss. Taken together with the present findings, it 
seems reasonable to conclude that the HAPA model can be used as a framework for 
the prediction of behaviour in weight loss samples however, that it was only able to 
account for a small percentage of variance in intention and behaviours suggests that 
many other factors are at play which are not contained within the model. The aim of 
the research was not to compare the utility of the model to other leading health 
behaviour models, however, that other models also identify self-efficacy as being an 
important predictor of intention and behaviour suggest that the HAPA model is not 
the only/best model to choose. Further, the usefulness of a model is also manifest in 
its ability to generate effective interventions and that the planning intervention 
informed by the HAPA model was unable to enhance weight loss success challenges 
the model. It seems likely that depending on a particular context, one or another 
construct becomes more central for the determination of behaviour and specifically 
in the context of weight loss, volitional self-efficacy is more central as opposed to 
planning.
All predominant health behaviour theories suggest that the intention to change is 
likely to be the best predictor of subsequent behaviour, however the present findings 
suggest that in individuals enrolling in BWL and SWL interventions this is not so. 
The traditional continuum models have been mainly criticised because of the 
intention-behaviour gap and Schwarzer developed the HAPA to overcome this 
problem by explicitly including post-intentional factors to serve as proximal 
predictors of behaviour. The present findings provide support for the necessity to 
include post-intentional factors for the prediction of behaviour. That intentions were 
more important for the prediction of behaviour change rather than static behaviour 
suggests that intention does play a role in the prediction of weight loss behaviour 
change and should therefore not be overlooked when investigating behaviour and 
behavioural change.
8.5 Implications for practice
Many surgical services currently screen patients for EO and BE behaviours pre- 
operatively to identify those most suitable for surgery, however the present findings 
suggest that this process may be redundant. That post-operative BE was unable to 
significantly predict weight loss but a change in BE could, suggests that patients
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presenting with pre-operative BE who subsequently eliminate this behaviour 
following surgery achieve greater weight loss than patients without BE behaviour 
both pre- and post-operatively. Thus, surgery may in fact be beneficial to individuals 
presenting with BE pre-operatively and are ideal candidates for this procedure. 
Informed by the findings of study three, showing that a decrease in BE behaviour can 
be predicted by pre-operative intentions, it seems plausible to suggest that 
interventions designed to increase intentions to follow the post-operative guidelines, 
might be effective at indirectly enhancing weight loss via a reduction in BE 
behaviour.
In relation to EO, findings of previous and the present research suggest that EO can 
continue or develop following surgery and can have a negative impact on weight 
loss. Thus interventions need to be designed that aim to eliminate this behaviour and 
based on the findings of studies two and three, it seems likely that targeting volitional 
self-efficacy beliefs would be a useful strategy.
For BWL participants, the finding that individuals achieve greater weight loss if they 
allow themselves UPE suggests that BWL programs that classify certain foods as 
unacceptable and discourage eating when feeling hungry should be avoided. In fact, 
what these programs might be creating is a preoccupation with food that actually 
results in eating more (Polivy & Herman, 1999). Retraining individuals to listen and 
only respond to internal hunger signals seems like a more useful strategy for weight 
loss.
8.6 Implications for future research
This research raises interesting possibilities for future research. Based on the 
collective findings of this research it seems plausible to expect that the poor long­
term weight loss outcome in individuals undergoing SWL and BWL interventions 
might be related to decreasing levels of intentions over time. Furthermore, it seems 
plausible to expect the observed decrease in intentions over time to be the result of 
decreasing levels of components from the motivational phase of the HAPA model. It 
would therefore be interesting to investigate whether the effect of manipulating 
intentions over a long period of time by elevating levels of motivational components, 
results in a noticeable change in weight loss outcome.
221
The present research provides an insight into how the roles of eating behaviours 
differ in their effects on weight loss. Based on this and previous research 
investigating the effect of changes in eating behaviours on weight loss, albeit a 
limited amount, it seems plausible to expect other types of eating behaviours to also 
have differing roles. It would therefore be interesting to investigate the role of other 
types of adaptive and maladaptive eating behaviours on weight loss outcome in order 
to extend the current knowledge base on the role of eating behaviours for weight 
loss.
Another potential area of investigation relates to eating behaviour in surgical 
patients. Previous research and the present results suggest that weight loss in surgical 
patients slows at about two years post-operatively, and it seems likely this is a 
consequence of a change in eating behaviour related to the increased ease with which 
patients can consume food at this point. It would be interesting to investigate the 
association between eating behaviour and weight loss outcome over a two to three 
year period, measuring these factors at regular and frequent intervals, in the hope of 
capturing changes in associated with weight loss. If one could identify the point at 
which eating behaviour is likely to alter then interventions aiming to sustain 
restricted eating would be beneficial for patients.
Summary
Taken together, the results from the three empirical studies in this thesis indicate that 
obese participants having either surgery or behavioural interventions vary along a 
number of different dimensions and that the roles of eating behaviours for the 
prediction of weight loss vary in these two populations. Social-cognition models 
including the HAPA provide a useful structure for planning research and designing 
interventions and enable the prediction of variance in the key outcome factors.
Within this structure there is the assumption that although different populations may 
vary in the levels of the variables presented, the associations between these variables 
is fixed regardless of the participants being studied. The results from the present 
study challenge this assumption in a number of ways.
Firstly, across the different studies the variance predicted in weight loss remained 
small suggesting that there are several other factors that need to be taken into account
222
that are not included in the HAPA model. Second, the results showed many 
differences between the surgical and behavioural weight loss intervention groups in 
the key variables of the HAPA. Thirdly, and more importantly, the results also 
showed variability in the pattern of associations between the variables for the two 
populations. This indicates that not only should the model take into account the 
population being studied when measuring the variables but also when mapping the 
ways in which the variables predict key outcomes. Therefore, it would seem that 
when trying to understand weight loss, a single model such as the HAPA cannot be 
applied to all populations and that one size does not fit all.
8.7 The applied methodology: Its strengths and limitations
Although the present research makes a contribution to the literature surrounding 
eating behaviour and weight loss, aspects of its design inevitably raise concerns 
about its validity and should be addressed. Specifically, issues related to the recruited 
sample, the chosen methodology for data collection and analyses are discussed.
8.7.1 The research sample
Studies applying the HAPA model to healthy eating behaviours generally use a 
longitudinal design and involve individuals with diabetes and cardiovascular disease. 
Often participants within these samples vary in weight status meaning results are not 
applicable to the overweight and obese population. The few studies that have applied 
the HAPA model to the prediction of healthy eating behaviours involve patients 
wishing to lose weight to improve cardiovascular status, and although their desire to 
adopt healthy eating relates to weight loss, it is indirect. However, the participants in 
this study were individuals who chose to undergo weight loss treatment with the 
primary goal being weight loss. Thus the findings are the first to provide an insight to 
the processes involved with adopting healthy eating behaviours specifically for 
weight loss. In addition, no studies to date have applied the HAPA model to the 
prediction of maladaptive eating behaviours therefore the present study was the first 
to do so.
Furthermore, the few studies applying the HAPA model to the prediction of eating 
behaviours in individuals adopting a healthy eating behaviour for weight loss involve 
individuals participating in behavioural weight loss interventions. However, the
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present research also investigated participants undergoing surgical weight loss 
methods and represents a unique sample of individuals. Investigating the role of the 
HAPA model for healthy eating behaviours in this population is therefore novel and 
adds to the current knowledge base on the application of the HAPA model for the 
prediction of eating behaviours.
Studies investigating experiences of surgery for weight loss using qualitative 
methods vary in the length of time which has elapsed since surgery, with none 
specifically looking at long-term outcomes. The present study is the first to 
investigate long-term experiences of surgery in individuals who underwent surgery 
eight or more years prior. Although no new themes emerged, the results highlight the 
importance of eating behaviour for weight loss in the longer-term.
Individuals recruited from behavioural and surgical interventions for study one were 
all self-funding their treatment. Although this was consistent within studies, findings 
might therefore not be generalizable to all treatment seeking individuals, making 
results not comparable to studies recruiting government funded participants. Further, 
the intervention study involved patients receiving government funded surgical 
treatment for weight loss, similarly limiting results to this specific population.
The choice of two longitudinal designs with three time points over a period of six 
months was necessary to meet the aims of this research. However, this was a 
challenging approach, particularly in recruiting participants and dealing with 
attrition. Perhaps this is why there are a greater number of studies investigating 
weight loss outcome in the short-term. The first longitudinal study involved 
recruitment of surgical participants from private hospitals and behavioural 
participants from a privately run behavioural weight loss program. However, it was 
only once recruitment had started that it became apparent that throughput was slow 
in both intervention groups, resulting in a small sample size. Therefore for the second 
longitudinal study ethical approval was sought from an NHS trust, where a much 
greater number of participants pass through the clinic. However, as a result of issues 
relating to ethical approval, the start of this study was delayed affecting total sample 
size. In addition, attrition in this group was higher than expected.
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8.7.2 Data collection method
For study one the choice of a longitudinal design with three time points over a period 
of six months is similar to other studies applying the HAPA model to healthy eating 
behaviours. Further, many studies that have investigated outcomes in gastric banding 
(GB) procedures have used a follow up period of six months or more (e.g. Nadler, 
Youn, Ginsburg, Ren, & Fielding, 2007; Wong et al., 2005) and report significant 
changes in behaviour and weight loss. In addition, in BWL samples, significant 
changes in weight have also been reported at six months after intervention 
commencement (e.g. Foley et al., 2102). Thus for both interventions, at six months 
post intervention commencement, a significant change in weight has been reported. 
The present research aimed to investigate social-cognitive and behavioural changes 
with the aim of developing an intervention to improve eating behaviours and weight 
loss, therefore it seemed appropriate to investigate outcomes at three and six months 
post-intervention. Specific to the SWL intervention, gastric banding forces 
individuals to change their eating behaviours immediately after surgery. It may be 
more difficult to change an already established behaviour (at six months post- 
operatively) than it would be to teach and implement a new behaviour (at three 
months post-operatively), before new cognitions and behaviours have been formed.
It was hoped that measuring changes in social-cognitive variables and behaviours pre 
surgery, at three months and at six months, would capture any changes in the social- 
cognitive variables that may result from undergoing the surgery, as well as changes 
in weight loss behaviours and weight loss.
However, measuring behaviour and weight change over a period of six months 
means the results are only applicable to the short-term, thus only replicating many 
previous studies. Conducting the study over a longer period of time would allow for 
the analysis of predictors of eating behaviours and weight loss in the longer term, and 
given that previous research suggests poorer weight loss outcome in both 
interventions in the longer term, identifying predictors of long-term weight loss is a 
crucial area of investigation.
This research can be criticised for its use of self-reported data for the post-treatment 
assessment of eating behaviour and weight loss. Validation studies suggest that obese 
individuals tend to underreport weight (Rowland, 1990) which may have affected the
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strength of our results. In addition, eating behaviour was self-reported. The use of a 
nutrition and eating behaviour diary may have been a useful addition to the 
procedure which would have allowed for the validation of these reports. However, in 
general such self-reports of nutrition have been shown to be valid (Armitage & 
Conner, 2001).
Fairbum & Cooper (1993) suggested that the reliance on self-administered measures 
of overeating is problematic because of low convergence with interview-based eating 
disorders examination (Fairbum & Cooper, 1993). However, due to restraints on 
time and participants burden of interview-based methods, this research adopted the 
Eating Disorders Diagnostic Scale because it has been reported to have excellent 
validity with existing eating pathology scales and interview diagnoses (Stice et al., 
2000). Further the benefits of this scale are that it can be completed quickly and 
easily. However, in the present research although acceptable, reliability of the 
measure in both sets of participants was low and in retrospect an alternative measure 
might have been more suitable for use with individuals opting for weight loss 
interventions.
8.7.3 Data analysis
The original plan was to analyse data from the first longitudinal study using path 
analysis with maximum likelihood estimation to examine the longitudinal 
associations between components and provide a better test of the entire HAP A model 
and to be able to make comparisons with existing studies in this field. However, the 
total sample size was not sufficiently large to allow for this and the method of 
analysis was changed to regression for analysing the prediction of intentions and 
behaviour. In addition, because of the small sample size, for the prediction of 
behaviour, correlations between predictor and outcome variables were screened and 
omitted from the analysis if uncorrelated, meaning any suppressor effects would 
have been missed.
Despite changing the method of data analysis to regression, due to the small sample 
size in this study (as well as in the second longitudinal study) the power to detect 
associations was still relatively low. This was apparent when some analyses revealed 
medium effect sizes that did not reach significance. Therefore the results must be
226
interpreted with caution and considered preliminary until such time that they are 
confirmed by studies benefitting from larger sample sizes. The second longitudinal 
intervention study is however on going in the hope of recruiting a sample size large 
enough to achieve acceptable power.
The final limitation to be mentioned involves the analysis of qualitative data. A 
qualitative approach inevitably involves and is limited to the researchers’ 
interpretation of results. Since this was an individual project, the researcher could 
have failed to spot crucial parts of the participants’ stories which could have 
otherwise been noticed by other researchers. In addition, after analysing the data it 
became evident that links between themes emerged which were discussed throughout 
the study, however, given the sample size and sampling method used, generalisations 
made remain tentative, and future quantitative research is needed to test these links. 
Despite this however, a major strength of this study is that it is the first to recruit 
patients who underwent surgery for weight loss eight or more years ago, which 
although accessing these patients proved a timely process, builds on the current 
knowledge base in this area. In addition, the qualitative tool employed (IPA) allows 
for an in-depth insight into the patients’ unique experience of surgery and responses 
given by patients are not limited by a pre-determined response format.
8.8 Chapter conclusion: Towards an understanding of the role social-cognitions 
and eating behaviours for the prediction of weight loss
This thesis aimed to explore the role of social cognitions and eating behaviour in 
weight loss following surgical and behavioural interventions. The HAPA was used as 
the key theoretical framework. Overall, the results indicate that obese participants 
having either surgery or behavioural weight loss interventions vary along a number 
of different dimensions such as perceived health risks, outcome expectancies, self- 
efficacy and intentions, and that the role of predictors of eating behaviours and 
weight loss differ in these two populations. Therefore, when trying to understand 
weight loss a single model such as the HAPA, although useful for study design, 
cannot be applied to all populations and that not only do the weightings given to 
different components vary between populations but also the associations between 
them. When investigating the mechanisms of weight loss, future research must 
consider variables not contained within the HAPA model in order to provide a fuller
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picture of the weight loss process as well as explaining a greater amount of variance 
in with loss. The results suggest that changes in weight following either surgery or a 
behavioural intervention are not only linked to pre-existing cognitions and post­
treatment behaviours, but are also linked to the changes in these cognitions and 
behaviours induced by the type of intervention being under taken.
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Participant No.: 
Date:
Predictors of Weight Loss Study
Part 1
General Information Sheet
Please answer questions 1-10 below to provide some basie information about you. Then
continue with the next page.
1. What is your gender? □ Male □ female
2. What is your age? Years
3. What is your ethnic group?
□ Indian, □ Pakistani, □ Chinese, □ Bangladeshi, □ Asian (other), □ Black -  
African, □ Black -  Caribbean, □ Black -  Other, □ Mixed race, □ White -  UK or 
Irish, □ White -  Other European, □ White -  other, □ Other.
4. What has been your highest educational qualification?
□ GCSE, CSE or equivalent, □ A Level, □ Vocational Qualification (e.g. NVQ),
□ Degree (BA, BSc), DPostgraduate degree (MSc, Ph.D.),
□ Other (please state)__________________________
5. At what age did you leave full-time education? Years
6. What is your marital status?
□ Single, □ Married, □ Divorced or separated, □ Living with partner, □
Widowed.
7. How high is your annual household income? £__________________
8. Height___________  9. Weight______
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Thoughts and feelings about eating patterns
How could changes in your nutrition habits such as eating low-fat foods affect your 
life?
If I eat healthy foods....
Strongly
Disagree
Disagree Neutral Agree Strongly
Agree
1.1 will feel physically more 
attractive.
□ □ □ □ □
2 .1 will get rid of weight 
problems.
□ □ □ □ □
3. Food won’t taste as good. □ □ □ □ □
4. This would negatively 
affect my social life (partying 
or socialising with friends).
□ □ □ □ □
5. It will be good for my 
blood pressure.
□ □ □ □ □
6 .1 will feel calmer and more 
comfortable.
□ □ □ □ □
7 .1 will have to put extra 
effort into buying the right 
foods.
□ □ □ □ □
8. It will be good for my 
cholesterol.
□ □ □ □ □
9 .1 will have to spend more 
time cooking.
□ □ □ □ □
10. This would mean a loss of 
quality of life to me.
□ □ □ □ □
11.1 will spend more money 
on food.
□ □ □ □ □
12. Other people would 
respect me and my 
determination.
□ □ □ □ □
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Thoughts about Illness Risks
How likely is it that one day will have... 9
Strongly Disagree Disagree Neutral Agree Strongly Agree
1 ... high cholesterol? □ □ □ □ □
2 . . .a heart attack? □ □ □ □ □
3.. .high blood pressure? □ □ □ □ □
4...a stroke? □ □ □ □ □
5...heart disease? □ □ □ □ □
If I compare myself with an average person of my sex and age, then my risk of 
getting....
Very Low Low Average High Very High
1.. .high cholesterol is: □ □ □ □ □
2.. .a heart attack is: □ □ □ □ □
3.. .high blood pressure is: □ □ □ □ □
4...a stroke is: □ □ □ □ □
5...heart disease is: □ □ □ □ □
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How severe would the following health-related problems be if they weren’t 
attended to or if they remained undiscovered?
Not at all 
severe
Low
severity
Average
severity
Severe Very
Severe
l.High
cholesterol.
□ □ □ □ □
2. Heart attack. □ □ □ □ □
3. High blood 
pressure.
□ □ □ □ □
4. Stroke. □ □ □ □ □
5. Heart disease. □ □ □ □ □
Intentions
The following question is designed to measure intentions. Please indicate your 
answer by ticking the appropriate response.
Strongly Disagree Neutral Agree Strongly
Disagree Agree
I intend to follow the set □ □ □ □ □
guidelines post-
operatively.
Thoughts about ability to follow guidelines
The next set of questions are designed to measure people’s perceptions of how well they will 
do after the surgery with regard to following recommended guidelines for eating. Please 
indicate your response by placing a tick in the appropriate box. Please remember that there 
are no right or wrong answers. We are interested in your personal responses to these 
statements.
Certain barriers make it hard to change health behaviours. Using the scale below, 
please indicate how certain you are that you can follow the post-operative guidelines?
I am quite sure that I can follow the guidelines for the following number of days per week 
(please tick)......
□ 1 day □ 2 days □ 3 days □ 4 days □ 5 days □ 6 days □ 7 days.
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It is always hard to get started. Using the scale below, please indicate how 
certain you are, that you can start to follow the guidelines on a regular basis?
I am pretty sure that I can start to follow the guidelines on a regular basis, even 
if.....
Strongly
Disagree
Disagree Neutral Agree Strongly
Agree
1.. .1 have to reconsider my 
views about a healthier 
lifestyle.
□ □ □ □ □
2.. .1 will have to invest 
much time in planning my 
nutrition schedule.
□ □ □ □ □
3...I will have to force 
myself to start right away.
□ □ □ □ □
4.. .1 will have to convince 
and motivate myself first.
□ □ □ □ □
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It is important to always continue to follow the guidelines. Using the scale 
below, please indicate how certain you are, that you can continue to follow the 
guidelines?
I am quite sure that I can continue to follow the guidelines, even.....
Strongly
Disagree
Disagree Neutral Agree Strongly
Agree
1.. .if it takes a long time 
to become a habit.
□ □ □ □ □
2...if I have worries and 
troubles.
□ □ □ □ □
3...if don’t succeed at 
once.
□ □ □ □ □
4.. .when I am tired. □ □ □ □ □
5.. .when I am stressed. □ □ □ □ □
6...when I am tense. □ □ □ □ □
7...if my blood pressure 
does not improve 
immediately.
□ □ □ □ □
8.. .if I do not get social 
support for my first 
attempts.
□ □ □ □ □
9...if I have to start all 
over again several times.
□ □ □ □ □
10...if my partner or my 
family stays physically 
inactive.
□ □ □ □ □
11...if my cholesterol 
does not improve 
immediately.
□ □ □ □ □
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In spite of good intentions, you might experience a relapse. Imagine you stopped 
following the guidelines for a long period. How confident are you that you can 
start to follow them again after that long pause?
I am quite sure that I can reengage in following the guidelines after a long 
pause, even.........
Strongly
Disagree
Disagree Neutral Agree Strongly
Agree
1.. .if I would have to 
postpone my plans 
several times.
□ □ □ □ □
2...if I wouldn’t be able 
to pull myself together 
on “one of those days.”
□ □ □ □ □
3... if I have paused for 
several weeks.
□ □ □ □ □
Planning Behaviours
A lot of people try to change their nutrition habits by adopting a healthier diet. 
How about you?
I already have concrete plans.....
Strongly
Disagree
Disagree Neutral Agree Strongly
Agree
1.. .when I will eat. □ □ □ □ □
2.. .where I will eat. □ □ □ □ □
3...howI will eat. □ □ □ □ □
4.. .how often I will eat. □ □ □ □ □
5.. .when and how I will 
prepare my food.
□ □ □ □ □
6.. .when I have to watch out 
in order to maintain my new 
nutrition habits.
□ □ □ □ □
7.. .what to do in tempting 
situations so as not to fall 
back into my old nutrition 
habits.
□ □ □ □ □
8.. .what I would do in case 
of relapse (how to deal with 
relapse).
□ □ □ □ □
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Eating Behaviours Part 1
The following items refer to different types of experiences people may have with food and 
eating. We are interested in whether you have had any of these experiences. We realize some 
of these items are sensitive in nature, and therefore we want to assure you that all responses 
are confidential and protected by the researcher. Please tick your response to the statements 
below using the scales provided. Please remember that there are no right or wrong answers.
We are interested in your personal responses to these statements.
Strongly
Disagree
Disagree Neutral Agree Strongly
Agree
1.1 try to avoid certain foods high in 
fat, carbohydrates, or calories.
□ □ □ □ □
2.1 stop eating when I feel full (not 
overstuffed).
□ □ □ □ □
3.1 find myself eating when I am 
feeling emotional (e.g. anxious, 
depressed, sad), even when I am not 
physically hungry.
□ □ □ □ □
4. If I am craving a certain food, I 
allow myself to have it.
□ □ □ □ □
5.1 follow eating rules or dieting 
plans that dictate what, when and/or 
how much I eat.
□ □ □ □ □
6.1 find myself eating when I am 
bored.
□ □ □ □ □
7.1 can tell when I am slightly full. □ □ □ □ □
8.1 can tell when I am slightly 
hungry.
□ □ □ □ □
9.1 get mad at myself for eating 
something unhealthy.
□ □ □ □ □
10.1 find myself eating when I am 
lonely, even when I am not 
physically hungry.
□ □ □ □ □
11.1 trust my body to tell me when to 
eat.
□ □ □ □ □
12.1 trust my body to tell me what to □ □ □ □ □
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eat.
Strongly
Disagree
Disagree Neutral Agree Strongly
Agree
13.1 trust my body to tell me how 
much to eat.
□ □ □ □ □
14.1 have forbidden foods that I 
don’t allow myself to eat.
□ □ □ □ □
15. When I am eating I can tell when 
I am getting full.
□ □ □ □ □
16.1 use food to help me soothe my 
negative emotions.
□ □ □ □ □
17.1 find myself eating when I am 
stressed out, even when I am not 
physically hungry.
□ □ □ □ □
18.1 feel guilty if I eat a certain food 
that is high in calories, fat, or 
carbohydrates.
□ □ □ □ □
19.1 think of a certain food as 
“good” or “bad” depending on its 
nutritional content.
□ □ □ □ □
20.1 don’t trust myself around 
fattening foods.
□ □ □ □ □
21.1 don’t keep certain foods in my 
house/apartment because I think that 
I may lose control and eat.
□ □ □ □ □
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How many days in the past month have you eaten an unusually large amount of food, 
given the circumstances in response to feelings of............
No
days
1-5
days
6-12
days
13-15
days
16-22
days
23-27
days
Every
day
!.. Anxiety (worry, stress, 
nervousness?
□ □ □ □ □ □ □
!.. Sadness (blue, down, 
depressed)?
□ □ □ □ □ □ □
3.. Loneliness (solitude, 
isolation, seclusion)?
□ □ □ □ □ □ □
4.. Tiredness (worn-out, 
fatigued)?
□ □ □ □ □ □ □
5.. Anger (upset, 
frustrated, furious)?
□ □ □ □ □ □ □
6.. Happiness (good, 
joyous, excited)?
□ □ □ □ □ □ □
!.. Boredom (apathy, 
disinterest, dullness)?
□ □ □ □ □ □ □
8.. Guilt (regret, remorse, 
shame)?
□ □ □ □ □ □ □
9.. Pain? □ □ □ □ □ □ □
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Eating Behaviours Part 2
The following items refer to different types of experiences people may have with food and 
eating. We are interested in whether any of these patterns or behaviours describes your 
experience with food and exercise. We realize some of these items are sensitive in nature, 
and therefore we want to assure you that all responses are confidential and protected by the 
researcher. Please tick your response to the statements below using the scales provided. 
Please remember that there are no right or wrong answers. We are interested in your personal
responses to these statements.
1. During the past MONTH, have there been times when you felt you have eaten what other 
people would regard as an unusually large amount of food (e.g., a quart of ice cream) given 
the circumstances? YES □ NO □
2. During the times when you ate an unusually large amount of food, did you experience a 
loss of control (feel you couldn't stop eating or control what or how much you were eating)?
YES 0 NO 0
3. On average, over the past MONTH, how many days have you eaten an unusually large 
amount of food and experienced a loss of control?___________days
4. On average, over the past MONTH, how many times have you eaten an unusually large 
amount of food and experienced a loss of control?___________times
5. During these episodes of overeating and loss of control did you...
Eat much more rapidly than normal?
Eat until you felt uncomfortably full?
Eat large amounts of food when you didn't feel physically hungry?
Eat alone because you were embarrassed by how much you were eating? 
Feel disgusted with yourself, depressed, or very guilty after overeating?
Yes No
□ □
□ □
□ □
□ □
□ □
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Feel very upset about your uneontrollable overeating or resulting weight gain? □ □
6. How many times per week, on average, over the past MONTH have you made yourself 
vomit to prevent weight gain or counteract the effects of eating?___________times
7. How many times per week, on average, over the past MONTH have you used laxatives or 
diuretics to prevent weight gain or counteract the effects of eating?___________times
8. How many times per week, on average, over the past MONTH have you fasted (skipped at 
least 2 meals in a row) to prevent weight gain or counteract the effects of eating?
___________times
9. How many times per week, on average, over the past MONTH have you engaged in 
excessive exercise specifically to counteract the effects of overeating episodes?
times
Thank you for completing the questionnaire.
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Participant No.: 
Date:
Predictors of Weight Loss Study
Part 1
General Information Sheet
Please answer questions 1-10 below to provide some basic information about you.
Then continue with the next page.
1. What is your gender? □ Male □ female
2. What is your age? Years
3. What is your ethnic group?
□ Indian, □ Pakistani, □ Chinese, □ Bangladeshi, □ Asian (other), □ Black -  
African, □ Black -  Caribbean, □ Black -  Other, □ Mixed race, □ White -  UK or 
Irish, □ White -  Other European, □ White -  other, □ Other.
4. What has been your highest educational qualification?
□ GCSE, CSE or equivalent, □  A Level, □ Vocational Qualification (e.g. NVQ),
□ Degree (BA, BSe), DPostgraduate degree (MSe, Ph.D.),
□ Other (please state)__________________________
5. At what age did you leave full-time education? Years
6. What is your marital status?
□ Single, □ Married, □ Divorced or separated, □ Living with partner, □
Widowed.
7. How high is your annual household income? £__________________
8. Height_______ 9. Weight______
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Thoughts and feelings about eating patterns
How could changes in your nutrition habits such as eating low-fat foods affect 
your life?
If I eat healthy foods....
Strongly
Disagree
Disagree Neutral Agree Strongly
Agree
1.1 will feel physically more 
attractive.
□ □ □ □ □
2 .1 will get rid of weight 
problems.
□ □ □ □ □
3. Food won’t taste as good. □ □ □ □ □
4. This would negatively 
affect my social life (partying 
or socialising with friends).
□ □ □ □ □
5. It will be good for my 
blood pressure.
□ □ □ □ □
6 .1 will feel calmer and more 
comfortable.
□ □ □ □ □
7 .1 will have to put extra 
effort into buying the right 
foods.
□ □ □ □ □
8. It will be good for my 
cholesterol.
□ □ □ □ □
9 .1 will have to spend more 
time cooking.
□ □ □ □ □
10. This would mean a loss of 
quality of life to me.
□ □ □ □ □
11.1 will spend more money 
on food.
□ □ □ □ □
12. Other people would 
respect me and my 
determination.
□ □ □ □ □
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Thoughts about Illness Risks
How likely is it that one dayyow will have.. 9
Strongly Disagree Disagree Neutral Agree Strongly Agree
1 ... high cholesterol? □ □ □ □ □
2 . . .a heart attack? □ □ □ □ □
3.. .high blood pressure? □ □ □ □ □
4...a stroke? □ □ □ □ □
5...heart disease? □ □ □ □ □
If I compare myself with an 
getting....
average person of my sex and age, then my risk of
Very Low Low Average High Very High
1.. .high cholesterol is: □ □ □ □ □
2.. .a heart attack is: □ □ □ □ □
3.. .high blood pressure is: □ □ □ □ □
4...a stroke is: □ □ □ □ □
5...heart disease is: □ □ □ □ □
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How severe would the following health-related problems be if they weren’t attended to 
or if they remained undiscovered?
Not at all 
severe
Low
severity
Average
severity
Severe Very
Severe
1. High cholesterol. □ □ □ □ □
2. Heart attack. □ □ □ □ □
3. High blood □ □ □ □ □
pressure.
4. Stroke. □ □ □ □ □
5. Heart disease. □ □ □ □ □
Intentions
The following question is designed to measure intentions. Please indicate your answer 
by ticking the appropriate response.
Strongly Disagree Neutral Agree Strongly
Disagree Agree
1.1 intend to follow the □ 
program guidelines.
□ □ □ □
Thoughts about ability to follow guidelines
The next set of questions are designed to measure people’s perceptions of how well they will 
do with regard to following the recommended programme guidelines for eating. Please 
indicate your response by placing a tick in the appropriate box. Please remember that there 
are no right or wrong answers. We are interested in your personal responses to these 
statements.
Certain barriers make it hard to change health behaviours. Using the scale below, 
please indicate how certain you are that you can follow the program guidelines set by 
the trainer?
I am quite sure that I can follow the guidelines for the following number of days per week 
(please tick)......
□ 1 day □ 2 days □ 3 days □ 4 days □ 5 days □ 6 days □ 7 days.
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It is always hard to get started. Using the scale below, please indicate how certain you 
are, that you can start to follow the guidelines on a regular basis?
I am pretty sure that I can start to follow the guidelines on a regular basis, even if.....
Strongly Disagree Neutral Agree 
Disagree
Strongly
Agree
1...I have to reconsider my 
views about a healthier lifestyle.
□ □ □ □ □
2.. .1 will have to invest much 
time in planning my nutrition 
schedule.
□ □ □ □ □
3...I will have to force myself 
to start right away.
□ □ □ □ □
4.. .1 will have to convince and 
motivate myself first.
□ □ □ □ □
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It is important to always continue to follow the guidelines. Using the scale below, please 
indicate how certain you are, that you can continue to follow the guidelines?
I am quite sure that I can continue to follow the guidelines, even.....
Strongly Disagree Neutral Agree Strongly
Disagree Agree
1.. .if it takes a long time to □ □ □ □ □
become a habit.
2...if I have worries and □ □ □ □ □
troubles.
3...if don’t succeed at once. □ □ □ □ □
4...whenl amtired. □ □ □ □ □
5.. .when I am stressed. □ □ □ □ □
6.. .when I am tense. □ □ □ □ □
7...if my blood pressure does □ □ □ □ □
not improve immediately.
8...if I do not get social □ □ □ □ □
support for my first attempts.
9.. .if I have to start all over □ □ □ □ □
again several times.
10... if my partner or my □ □ □ □ □
family stays physically
inactive.
11...if my partner or my □ □ □ □ □
family do not change their
diet.
12...if my cholesterol does □ □ □ □ □
not improve immediately.
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In spite of good intentions, you might experience a relapse. Imagine you stopped 
following the guidelines for a long period. How confident are you that you can start to 
follow them again after that long pause?
I am quite sure that I can reengage in following the guidelines after a long pause, 
even........
Strongly
Disagree
Disagree Neutral Agree Strongly
Agree
1... if I would have to 
postpone my plans several 
times.
□ □ □ □ □
2.. .if I wouldn’t be able to 
pull myself together on “one 
of those days.”
□ □ □ □ □
3.. .if I have paused for 
several weeks.
□ □ □ □ □
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Planning Behaviours
A lot of people try to change their nutrition habits by adopting a healthier diet. How 
about you?
I already have concrete plans.....
Strongly
Disagree
Disagree Neutral Agree Strongly
Agree
1.. .when I will eat. □ □ □ □ □
2.. .where I will eat. □ □ □ □ □
3...howI will eat. □ □ □ □ □
4.. .how often I will eat. □ □ □ □ □
5.. .when and how I will prepare 
my food.
□ □ □ □ □
6.. .when I have to watch out in 
order to maintain my new nutrition 
habits.
□ □ □ □ □
!.. .what to do in tempting 
situations so as not to fall back into 
my old nutrition habits.
□ □ □ □ □
8.. .what I would do in case of 
relapse (how to deal with relapse).
□ □ □ □ □
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Eating Behaviours Part 1
The following items refer to different types of experienees people may have with food and 
eating. We are interested in whether you have had any of these experiences. We realize some 
of these items are sensitive in nature, and therefore we want to assure you that all responses 
are confidential and protected by the researcher. Please tick your response to the statements 
below using the scales provided. Please remember that there are no right or wrong answers.
We are interested in your personal responses to these statements.
Strongly
Disagree
Disagree Neutral Agree Strongly
Agree
1.1 try to avoid certain foods high in 
fat, carbohydrates, or calories.
□ □ □ □ □
2.1 stop eating when I feel full (not 
over stuffed).
□ □ □ □ □
3.1 find myself eating when I am 
feeling emotional (e.g. anxious, 
depressed, sad), even when I am not 
physically hungry.
□ □ □ □ □
4. If I am craving a certain food, I 
allow myself to have it.
□ □ □ □ □
5.1 follow eating rules or dieting 
plans that dictate what, when and/or 
how much I eat.
□ □ □ □ □
6.1 find myself eating when I am 
bored.
□ □ □ □ □
7.1 can tell when I am slightly full. □ □ □ □ □
8.1 can tell when I am slightly 
hungry.
□ □ □ □ □
9.1 get mad at myself for eating 
something unhealthy.
□ □ □ □ □
10.1 find myself eating when I am 
lonely, even when I am not 
physically hungry.
□ □ □ □ □
11.1 trust my body to tell me when to 
eat.
□ □ □ □ □
12.1 trust my body to tell me what to □ □ □ □ □
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eat.
Strongly
Disagree
Disagree Neutral Agree Strongly
Agree
13.1 trust my body to tell me how 
much to eat.
□ □ □ □ □
14.1 have forbidden foods that I 
don’t allow myself to eat.
□ □ □ □ □
15. When I am eating I can tell when 
I am getting full.
□ □ □ □ □
16.1 use food to help me soothe my 
negative emotions.
□ □ □ □ □
17.1 find myself eating when I am 
stressed out, even when I am not 
physically hungry.
□ □ □ □ □
18.1 feel guilty if I eat a certain food 
that is high in calories, fat, or 
carbohydrates.
□ □ □ □ □
19.1 think of a certain food as 
“good” or “bad” depending on its 
nutritional content.
□ □ □ □ □
20.1 don’t trust myself around 
fattening foods.
□ □ □ □ □
21.1 don’t keep certain foods in my 
house/apartment because I think that 
I may lose control and eat.
□ □ □ □ □
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How many days in the past month have you eaten an unusually large amount of food, 
given the circumstances in response to feelings of............
No
days
1-5
days
6-12
days
13-15
days
16-22
days
23-27
days
Every
day
!.. Anxiety (worry, stress, 
nervousness?
□ □ □ □ □ □ □
2.. Sadness (blue, down, 
depressed)?
□ □ □ □ □ □ □
3.. Loneliness (solitude, 
isolation, seclusion)?
□ □ □ □ □ □ □
4.. Tiredness (worn-out, 
fatigued)?
□ □ □ □ □ □ □
5.. Anger (upset, 
frustrated, furious)?
□ □ □ □ □ □ □
6.. Happiness (good, 
joyous, excited)?
□ □ □ □ □ □ □
!.. Boredom (apathy, 
disinterest, dullness)?
□ □ □ □ □ □ □
8.. Guilt (regret, remorse, 
shame)?
□ □ □ □ □ □ □
9.. Pain? □ □ □ □ □ □ □
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Eating Behaviours Part 2
The following items refer to different types of experiences people may have with food and 
eating. We are interested in whether any of these patterns or behaviours describes your 
experience with food and exercise. We realize some of these items are sensitive in nature, 
and therefore we want to assure you that all responses are confidential and protected by the 
researcher. Please tick your response to the statements below using the scales provided.
Please remember that there are no right or wrong answers. We are interested in your personal
responses to these statements.
1. During the past MONTH, have there been times when you felt you have eaten what other 
people would regard as an unusually large amount of food (e.g., a quart of ice cream) given 
the circumstances? YES □ NO □
2. During the times when you ate an unusually large amount of food, did you experience a 
loss of control (feel you couldn't stop eating or control what or how much you were eating)?
YES □ NO □
3. On average, over the past MONTH, how many days have you eaten an unusually large 
amount of food and experienced a loss of control?___________days
4. On average, over the past MONTH, how many times have you eaten an unusually large 
amount of food and experienced a loss of control?__________ times
5. During these episodes of overeating and loss of control did you...
Yes No
Eat much more rapidly than normal? □ □
Eat until you felt uncomfortably full? □ □
Eat large amounts of food when you didn't feel physically hungry? □ □
Eat alone because you were embarrassed by how much you were eating? □ □
Feel disgusted with yourself, depressed, or very guilty after overeating? □ □
Feel very upset about your uncontrollable overeating or resulting weight gain? □ □
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6. How many times per week, on average, over the past MONTH have you made yourself 
vomit to prevent weight gain or counteract the effects of eating?___________times
7. How many times per week, on average, over the past MONTH have you used laxatives or 
diuretics to prevent weight gain or counteract the effects of eating?___________times
8. How many times per week, on average, over the past MONTH have you fasted (skipped at 
least 2 meals in a row) to prevent weight gain or counteract the effects of eating? 
times
9. How many times per week, on average, over the past MONTH have you engaged in 
excessive exercise specifically to counteract the effects of overeating episodes? 
times
Thank you for completing the questionnaire.
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Appendix C:
Study 1: Participant Information Sheet
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Predictors of Weight Loss Study
Information sheet
Study
The study is designed to investigate the effect beliefs about weight loss can have on 
weight loss behaviours. The study involves completing a series of questionnaires 
designed to measure different beliefs, emotions and weight loss behaviours. 
Questionnaires will be completed at baseline, at 3 months and again at 6 months and 
should take no more than 20 minutes to complete. The follow up questionnaires will 
be sent to your home address, along with a stamped addressed envelope for you to 
post your questionnaire back to the researcher when completed.
Researchers
This study was designed and carried out by Kerry Wood who is a PhD student of 
Health Psychology at the University of Kent. The project is supervised by Dr 
Joachim Stoeher, a senior lecturer in Psychology at the University of Kent.
Confidentiality
Your participation in this study is voluntary and you have the right to withdraw at 
any time. Participation in this study guarantees confidentiality of the information you 
provide. No one apart from the researcher and research supervisor will have any 
access to the information you provide. We will not ask you to write your name on the 
study materials. Instead we will ask you to create a unique participant identification 
number. Questiormaires will be stored in a locked room for as long as is required by 
the Data Protection Act, and then they will be destroyed by our confidential 
shredding service. The data collected for this study will he used for a student project. 
Once the data is analysed a report of the findings may he submitted for publication. 
Only broad trends will be reported and it will not be possible to identify any 
individuals. A summary of the results will be available from the researcher on 
request.
Ethics
If you have any serious concerns about the ethical conduct of this study, please 
inform the Chair of the Psychology Research Ethics Panel (via the Psychology 
Department Office) in writing, providing a detailed account of your concern.
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Appendix D:
Study 1: Participant Information and Consent Form
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Participant No:
Predictors of Weight Loss Study
Information and Informed Consent Form
Please read carefully and keep one copy for yourself! 
Information
Study
The present study is designed to investigate the effect beliefs about weight loss can 
have on weight loss behaviours. The study involves completing a series of 
questionnaires designed to measure different beliefs, emotions and weight loss 
behaviours. Questionnaires will be completed at baseline (today), at 3 months and 
again at 6 months. It should take no more than 20 minutes to complete. The follow 
up questionnaires will be sent to your home address, along with a stamped addressed 
envelope for you to post your questionnaire back to the researcher when completed.
Researchers
This study was designed and carried out by Kerry Wood who is a PhD student of 
Health Psychology at the University of Kent. The project is supervised by Dr 
Joachim Stoeher, a senior lecturer in Psychology at the University of Kent.
Confidentiality
Your participation in this study is voluntary and you have the right to withdraw at 
any time. Participation in this study guarantees confidentiality of the information you 
provide. No one apart from the researcher and research supervisor will have any 
access to the information you provide. We will not ask you to write your name on the 
study materials. Instead we will ask you to create a unique participant identification 
number. Questionnaires will be stored in a locked room for as long as is required by 
the Data Protection Act, and then they will be destroyed by our confidential 
shredding service. The data collected for this study will be used for a student project. 
Once the data is analysed a report of the findings may be submitted for publication. 
Only broad trends will be reported and it will not be possible to identify any 
individuals. A summary of the results will be available from the researcher on 
request.
Ethics
If you have any serious concerns about the ethical conduct of this study, please 
inform the Chair of the Psychology Research Ethics Panel (via the Psychology 
Department Office) in writing, providing a detailed account of your concern.
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CONSENT FORM
Predictors of weight loss Study
Please 
tick box
1. I confirm that I have read and understood the Information □
for the above study.
2. I understand that my participation is voluntary and that I am □
fi*ee to withdraw at any time without giving a reason.
3. I agree to take part in the above study. □
□
Your Name_______________________ Date__________
Signature______
Researcher _____________________ Date
Signature_____
Please keep one copy of this consent form for you, and return the other to the 
researcher.
Contact Details
In case you have any questions regarding this study please contact the researcher:
Kerry Wood 
Tel: 01227 827125 
Email: kvw5@kent.ac.uk
Or the research supervisor:
Dr Joachim Stoeher
Tel: 01227 824196
Email: J.Stoeber@kent.ac.uk
Address: Psychology Department, Keynes College, University of Kent, CT2 7NP.
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Appendix E:
Study 1: Participant Address Details
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Your Home Address
In order for follow up questionnaires to be sent to you, please could you fill in your 
home address below. Your details will be kept confidential and locked in a separate 
cupboard to your completed questionnaires.
Name:
Address:
Phone number:
Thank You
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Appendix F:
Study 1: Participant Debrief Form
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Predictors of Weight Loss Study
Debriefing
Please read and keep for yourself!
Thank you very much for your participation in this study and for your help to further our 
understanding of how weight loss relates to soeial-cognitions in individuals attempting 
weight loss. Please read the following information carefully. If there is anything you would 
like to discuss in relation to this study, please feel free to do so.
The present study investigated the relationship between psychological variables, weight loss 
and weight loss behaviours. Factors which may influence weight loss such as beliefs about 
confidence, expected outcomes, risks, intentions to lose weight, planning, and emotional 
eating were all measured in order to investigate their possible relationship to weight loss 
behaviours and weight loss. The aim of the study is to understand the barriers involved in 
the weight loss process and we aim to develop an intervention designed to target such 
barriers with the aim of improving weight loss and weight loss experiences.
For help and advice about issues related to your weight the following help lines may be of 
use:
The Obesity Awareness and Solutions Trust (TOAST) - 0845 045 0225.
Overeaters Anonymous (OA) - 07000 784985.
If you would like to withdraw your data at any point, please contact the Psychology 
departmental office on 01227 823961. If you have been given a participant code you need to 
cite this. You do not have to give a reason for your withdrawal.
If you have any serious concerns about the ethical conduct of this study, please inform the 
Chair of the Psychology Research Ethics Panel (via the Psychology Department Office) in 
writing, providing a detailed account of your concern.
If you require any further information or have any queries about this study please contact the 
researcher or research supervisor:
Kerry Wood 
Tel: 01227 824773 
Email: kvw5@kent.ac.uk
Dr Joachim Stoeher
Tel: 01227 824196
Email: J.Stoeber@kent.ae.uk
Address: Psychology Department, Keynes College, University of Kent, CT2 7NP
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Appendix G:
Study 2: Participant Recruitment Advert (WLSinfo)
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Have you had weight loss surgery more than 8 years ago?
Are you willing to he interviewed over the phone to discuss life before and after 
having the surgery? It will only take from 30 minutes to an hour, and will be 
anonymous. If you are interested and would like more information please email me 
at k.v.wood@suiTev.ac.uk.
This study has received a favourable ethical opinion from the University of Surrey 
Ethics Committee.
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Study 2: Participant Information and Consent Form
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Participant Code:
Patients’ long term experience of weight loss surgery
Information and Informed Consent Form
Please read carefully and keep one copy for yourself!
Information
Study
The present study is designed to investigate patients’ long term experiences of 
weight loss surgery and involves an over the phone interview designed to capture 
individual experiences of weight loss surgery. You have been approached and asked 
to take part in the current study because you have had weight loss surgery more than 
8 years ago and may be able to provide information needed to develop an effective 
intervention designed to aid weight loss in individuals having weight loss surgery. 
Providing such information may help others having weight loss surgery to succeed 
with their weight loss. The interview should not cause you any distress, however, 
should you feel the need to discuss any issues that may arise then please contact the 
principle investigator, Jane Ogden, who can advise you accordingly. The interview 
should take no more than 60 minutes to complete.
Researchers
This study was designed and carried out by Kerry Wood who is a Ph.D. student of 
Health Psychology at the University of Surrey. The project is supervised by Jane 
Ogden, a Professor in Psychology at the University of Surrey.
Confidentiality
Your participation in this study is voluntary and you have the right to withdraw at 
any time without negative consequences. Participation in this study guarantees 
confidentiality of the information you provide. No one apart fi*om the researcher and 
research supervisor will have any access to the information you provide. Your name 
will not be written on any of the study materials. Instead you will be given a unique 
participant identification code. Your interview data will be stored in a locked room 
for as long as is required by the Data Protection Act, and then will he destroyed by 
our confidential shredding service. The data collected for this study will be used for a 
student project. Once the data is analysed a report of the findings may be submitted 
for publication. Only broad trends will be reported and it will not be possible to 
identify any individuals. A summary of the results will be available from the 
researcher on request.
Ethics
If you have any serious concerns about the ethical conduct of this study, please 
contact Professor Jane Ogden, Principal Investigator on 01483 686929.
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CONSENT FORM
Patients’ long term experience of weight loss surgery
I have read and understood the Information Sheet provided. I have been given a full 
explanation by the investigators of the nature, purpose, location and likely duration 
of the study, and of what I will be expected to do. I have been given the opportunity 
to ask questions on all aspects of the study and have understood the advice and 
information given as a result.
I consent to my personal data, as outlined in the accompanying information sheet, 
being used for this study and other research. I understand that all personal data 
relating to volunteers is held and processed in the strictest confidence, and in 
accordance with the Data Protection Act (1998).
I understand that I am free to withdraw from the study at any time without needing 
to justify my decision and without prejudice.
I confirm that I have read and understood the above and freely consent to 
participating in this study. I have been given adequate time to consider my 
participation and agree to comply with the instructions and restrictions of the study.
I understand that my participation is voluntary and that I am free to withdraw at any 
time without giving a reason.
Name of volunteer (BLOCK CAPITALS) .................................................................
Signed ......................................................................
Date ......................................................................
Name of researcher (BLOCK CAPITALS)
Signed ......................................................................
Date .......................................................................
Please keep one copy of this consent form for you, and return the other to the researcher. 
Contact Details
In ease you have any questions regarding this study please contact the researcher:
Kerry Wood
Tel: 01483 689446
Email: k.v.wood@suiTev.ac.uk
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A) Personal weight history
1) Could you give me a brief history of your weight problem, from when it started up 
until having surgery {Prompt: age, path, markers)
2) Could you give a brief explanation of how and why you think you developed a 
weight problem?
B) Previous weight loss attempts
1) Could you give me a brief history of weight loss attempts before having weight 
loss surgery (both successful and unsuccessful)? {Prompt: programs, outcomes, 
length o f programs)
2) Could you describe why you feel these attempts failed or initially succeeded and 
subsequently failed with the maintenance? {Prompt: physical effects, cost, time, 
family, motivation)
3) What was your biggest weight loss achievement and what do you think was the 
key to this success?
C) Choosing surgery
1) Can you explain why you opted for weight loss surgery?
2) What appealed to you most about surgery as a method of weight loss?
3) What did you feel surgery could do for you that behavioural weight loss 
treatments had failed on?
D) Experience of weight loss surgery
1) Can you describe what happens in gastric banding surgery, in your own words?
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2) Did you have any complications during or as a result of having the surgery?
3) How did you feel immediately after the surgery? {Prompt: physically, mentally 
and emotionally)
4) Can you describe the care that you received during and after the surgery by 
professionals and friends and whether you feel that this was satisfactory?
E) Post-operative
1) Can you describe your weight loss/gain following surgery?
2) How has your relationship with food changed following surgery {Prompt: 
emotional eating, binge eating)
2) What do you think has been the biggest difficulty in achieving successftil weight 
loss?
3) What do you think facilitated your weight loss?
4) What do you think hindered your weight loss?
4) What for you has been the key to successful maintenance of weight lost?
5) Do you think there is anything that could have helped to increase your weight 
loss? {Prompt: counselling, professional support).
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Appendix J:
Example Transcript
(Int = Interviewer; Res = Respondent)
INT Is that C?
RES Yes.
INT Hi, it’s Kerry Wood.
RES Hi.
INT How are you?
RES Yes, good. Not too bad. Tired, but okay.
INT Do you want me to call a different evening?
RES No.
INT Are you sure you don’t mind?
RES No, I’m good.
INT Okay, thank you. Shall I just get on with it? Sure. Can you just tell me
your current weight?
RES I’d say about, I don’t know it in-, 12 stone, 12 and a half stone. I’m a
heavy built person. Even when I was a size-, in my young days when I was 
about a 10 to 12 I was still sort of that ten and a half stone. Even though I 
looked skinny I was still heavy built, so my weight should be half-, about 
nine and a half stone, but I would never ever he that, never.
INT How tall are you?
RES Five foot, four.
INT Okay, the same as me.
RES I’m just a different build. I’ve got friends who are the same build and we
look exactly the same, but one of them weighs sort of eight and a half 
stone. The other one weighs ten and a half stone. We’re all a size fourteen.
INT Yes. No, I know what you’re saying, absolutely. My sister and I are very
similar -,
RES It’s hard to-, when they say, ‘Oh god, you weigh a lot,’ but it’s just the
297
way I’m built. The same way the other way round, if I was big and I was 
on a diet and I went out and got a packet of chips, I knew I wouldn’t be 
losing two pound that week. I’d be putting it on.
INT Yes, absolutely.
RES Yes, so I would say about twelve and a half stone.
INT Okay. Can you tell me-, I mean. I’ll just run through the questions. Can
you tell me when your weight problem started, kind of-, up until?
RES After I had my first child.
INT Okay. How old were you then?
RES About eighteen.
INT So, you were fine during your kind of early teenage years?
RES Yes, I was sort of between 12 to 13.1 was size 12.
INT Okay, yes. So, do you think it was having the baby and then not being able
to shift the baby weight?
RES Yes, I think so and obviously being at home sort of comfort, because in
those days when I had mine, you know, once you left, you left. Your job 
didn’t stay open so you went back. So, I just left. I don’t really know why.
I put on a hell of a lot of weight as well. I mean, god, when I was five 
stone, you could see me coming round the comer. You know, some people 
you just-, they don’t even look like they’re pregnant, but I was enormous, 
absolutely enormous. My two boys-, I wouldn’t say they were heavy, just 
average built. Sort of seven and a half and seven, thirteen I think it was.
INT Okay then, nice sizes.
RES Like normal weight, but I put on a hell of a lot of weight, you know, my
arms expanded, both my legs were like balloons. What else? My arms 
absolutely got massive. I don’t know why, but they did. My stomach, it 
was just a big sag basically.
INT Yes, okay. Is that maybe other women in the family are quite similar with
their weight distribution or not?
RES Well, my-, I mean, she’s died now, but my other sister she’d be 53 next
week, no 52 next week, she was shorter than me. I would say she was 
probably about five, one and she was sort of short and dumpy, but my 
mum was like a drainpipe. I don’t think my mum’s weight ever changed. It 
was always nine and a half stone and she was always size 12 and she never 
went up and she never went down. That was her weight.
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INT Yes, some people are lucky aren’t they like that?
RES Then I’ve got my other sister. She’s probably about average, about size 14
and my other sister, yes, she’s probably about 14. So, two out of six of us 
were the hlobby ones.
INT So, not necessarily running in the family?
RES No.
INT So, did you-, obviously you did try to lose weight before surgery?
RES Oh good grief.
INT Did you do Weightwatchers and-,
RES Weightwatchers. I did starvation, I did, what’s the one? Jenny Craig. I did
Slimmers World. I took diet pills, two different types, I took two different
lots. I used to get them off the market to be honest and the doctor used to 
sell them to us, but at the time it just seemed worse to pay the money out 
to get the pill to make you feel like you’re full and you lose weight at the 
end of it.
INT Okay, so what was your biggest weight loss?
RES I’d say my biggest weight loss-, before surgery this is?
INT Yes.
RES I probably lost about five stone.
INT Okay and what was that doing?
RES Well, just dieting really.
INT Okay, it wasn’t a particular Slimming World? It was just your-,
RES No. Well, I’d say, yes it probably was. I was on Weightwatchers.
INT Okay. Then it was the maintenance, it all went back on?
RES Well, because I’d lost it all and then I thought I can’t be bothered to go
next week. I mean, I still had a way to go to target or what they thought 
my target was, but I knew I would never be that anyway and I missed a 
week and then went back and didn’t go for a couple of weeks. In the end 
you sort of drift away really and a couple of the girls that I was with, they 
stopped going, so I stopped going. I mean, you go back into old habits 
again.
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INT Absolutely.
RES Gradually, I mean the weight didn’t come off straight away so putting it on
was the same sort of way, you just put it on gradually and you don’t realise 
you are.
INT Yes, that’s so true. Can you tell me-, so at this point or at the point you
chose to have surgery, the reason you chose to have surgery? Obviously it 
was to lose weight, but why did surgery appeal?
RES My mean reason was because I got osteoarthritis in my knee and I was
absolutely crawling around and in the end I thought I was, what’s the 
word? Referred to a consultant, a knee specialist and I went to see him and 
he said that I had osteoarthritis and if I didn’t lose weight by the time I was 
60 I’d be in a wheelchair.
INT What weight were you then?
RES Not as big as I’ve seen some of them. I mean, 22 stone.
INT Okay.
RES It was very big really, but yes, 22 stone and he said he wouldn’t operate on
my knee until I lost at least 5 to 6 stone and I told him I’d been on every 
diet, put it on, put it off. I just happened to be in the right place at the right 
time and that Mr Patel was in the next room and the consultant that I was 
with went and had a chat and he said that he would put me on his books 
and an appointment would he sent out to me.
INT That was privately was it?
RES No. Well, I tried to go privately, because I’m with PPP. Well yes I did see
him privately to start with, but PPP classes it as cosmetic and not medical. 
Even though the consultant wrote to PPP and said words to the effect it 
was for medical reasons, that she needed to have the operation so that she 
could have her knee replacement. So, it’s medical as far as he was 
concerned, but PPP weren’t having it. They just said, their policy, blah 
blah blah, it’s got to be medical reasons and not cosmetic reasons. Spoke 
to Mr Patel again and he said he’d take me on as a National Health patient. 
So, that’s how I ended up seeing him. Before I saw him I saw another 
consultant and basically he had to make sure it was my weight problem 
and wasn’t because of glands or that it’s some medical reason why I’ve 
put on weight. I said, ‘There isn’t, I know what it’s going to be. I’m just 
fat and I’ve put on weight.’ So, I had to see this man and he did loads of 
tests and it just came out that you haven’t got gland problems. So, then I 
waited six months later and I had the operation.
INT Okay, well that’s not bad at all.
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RES No, I didn’t wait long.
INT No, that’s really quite short.
RES Under a year.
INT Yes. That’s excellent and nice actually that he did it on the NHS as well.
RES Yes, only because I just happened to be-, just because the consultants were
talking together and I was seeing them both privately in the same clinic 
that-, otherwise it wouldn’t have happened really. It was only because I 
was seeing the knee-, I saw him private, then obviously the other 
consultant was obviously treating private patients that day and I just 
happened to be around at the right time.
INT Yes, absolutely.
RES It doesn’t work like that so easy, but it did in my case.
INT Yes, absolutely. That was nice. So, what was it about having the operation
that you though it could do for you that was different?
RES Well, my main reason was I knew it wouldn’t have mattered how much
weight I lost, I would always put it back on again. I just couldn’t seem to 
maintain it and I wasn’t getting any younger. My knee was absolutely 
awful, the pain was absolutely incredible. I was hobbling around and I 
knew I had to have the operation for the knee, so I just said to him, Tt 
doesn’t matter what I’m going to do. I’m going to be literally up and down 
all my life.’
INT So, did you think that the surgery would stop that?
RES Yes. Well, what I thought was I needed something to-, because I wouldn’t
say I was a big eater, I was just somebody that just put on weight on 
anything. You know, I was just a person that put on weight sort of quite 
easily and so having surgery from my point of view was obviously-, 
wanted to lose the weight. It seemed to be a bit more attractive in the sense 
of, I mean, nobody really wants to look at somebody that’s big and 
obviously for health reasons. That’s probably the main one.
INT So, you thought you’d have the surgery and the weight would stay off?
RES Yes. Well, I mean at the time they wanted me to have a gastric band. I
thought, ‘Well, I’ve come this far. What’s the point of having a gastric 
band?’ Which at the time I think was about 50% weight loss, when I could 
go and have a gastro bypass and I was going to be about 85% weight loss. 
So, it was a bit umms and ahhs about what approach I was going to have, 
but I said to Mr Patel, the consultant, I just said to him, ‘No, nothing’s
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going to change my mind. I really want it done completely.’ He said, ‘Do 
you realise you’re going to be like this for the rest of your life? You’re 
only going to be able to eat a small amount of food and you may expand a 
little bit, but it’s still going to be the same.’ I just said, ‘That suits me, 
that’s fine. I’m quite happy with that.’
INT Because it actually stops you from eating? That’s what you need?
RES Yes.
INT What year did you have the gastric bypass?
RES I think probably about April ’03.
INT Did you have any complications during or post-surgery?
RES I did afterwards. I was quite sort of delirious afterwards. I mean, they
normally send you to high dependency unit. I went there overnight and 
then they transferred me back to the ward, but I wasn’t getting any better. I 
mean I had a fiiend which we were sort of days apart of having the 
operation and she was all finished, five days up, walking and out. Me, I
was having green diarrhoea, which is a side effect and I was just very very
unwell. I can remember my family sort of being there, but I just felt as if I 
was just totally out of it and I just felt really spaced out. I just wasn’t me at 
all. What happened in the end is Mr Patel came in and I said I was feeling 
really terrible and they took me off the morphine and said it may be that. 
I’m not 100% sure and then they put me on some sort of other drug and 
then the next day I felt better. I wasn’t better, but I felt like I had a bit of a 
lift. I didn’t feel as weak or delirious as what I’d been the last three days. 
So, five days on. I’m still in the hospital and, as I said, I was still having 
green diarrhoea. As soon as I got up it would just literally pour away fiom 
me.
INT Oh dear, it must have felt awful?
RES Thinking, ‘Oh my god, what have I done?’ You know, ‘Should I have had
this done?’ and he said it was just normal. He said, ‘I’ve had patients 
before that have had green diarrhoea as well. It’s probably where your 
body’s changing and it’s getting rid of the rubbish and trying to settle 
down, but it’s taking longer than expected.’ He said at the end of the day 
it’s better out than in, but I wouldn’t mind I wasn’t eating anything, 
because I couldn’t. I mean, I was only on sort of liquids for six weeks. 
Eight weeks, I think it was. So, it wasn’t because of anything I was eating, 
because it was just water. I think it was soup was all I was having. Well, I 
couldn’t have anything else and it was hard to even have that. A drop of 
water and I felt just absolutely full to the brim. I was in hospital, this is 
only roughly, I think I was in for probably about two weeks, but as I said, 
the fiiend of mine went in the day after me and she was out five days later.
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INT Yes, so you just-,
RES I just didn’t seem to snap out of it.
INT Yes.
RES It got there in the end.
INT Yes. He just said it was one of those things and it was-,
RES He just said it’s part of the change of body and it is one of the side-effects.
I mean there was another girl that had it done and her hair was falling out.
INT Oh wow, I hadn’t heard of that.
RES You can get hair loss as well. Everybody’s different and obviously when I
did have it done he said it was life threatening and it’s a big operation and 
I’ve got to tell you that it is life threatening as well, but he said, ‘There’s 
not many people who’ve died on my table in a long time. ’ I just trusted
him and nothing was going to change my mind anyway. I was crawling
around with my knee really bad.
INT Yes, you couldn’t live with that.
RES No.
INT Okay, so post surgery once you’d left the hospital.
RES Once I left the hospital I just carried on losing weight, carried on losing
weight. I lost quite a lot. Probably in the first six months, I probably lost 
six stone.
INT Wow. How did you feel about that? You must have been emotionally
feeling fantastic?
RES Fantastic, because it was just coming off, but I was still restricted about
eating anything. It was like being a baby again and starting all over again, 
whether I could keep that down. You know, would I be able to eat that or 
would it make me feel sick or is it going to give me diarrhoea? So, you 
know, I had to really watch what I eat. I had to make sure there were no 
fats in anything, because I knew as soon as there was a fat in it I would 
end up getting diarrhoea over it, which is something I suffer with anyway. 
You know, all my life I’ve had sort of diarrhoea problems. As I said, if I 
eat anything fatty I know I’m going to suffer the consequences. I had my 
gallbladder out and I had gallstones but I thought it might rectify itself, but 
it’s not got any better, because whatever I eat, if there’s any fats it used to 
separate it, but because I haven’t got a gallbladder now it tends to go 
somewhere else. It’s not accepting it, so it just comes straight through. So,
I really avoid having anything with fat or if I do I cut all the fat off and I
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try to grill it rather than fry it type thing. I mean, even now, I still watch 
what I eat, because I still sort of have the same problem.
INT So, that’s just carried on with you?
RES Yes.
INT So, that’s kind of something that hasn’t changed and with your kind of
relationship with food, for example, if you feel emotional or binge eating,
I mean-,
RES No. I’ll be honest, even now, that was in ’03 and we’re in ’11 now. That’s
seven years ago. Sometimes I don’t really crave for food. Sometimes I 
think, ‘Have I eaten today?’ because food just doesn’t bother me anymore. 
I’m never starving ad think ‘Oh I must have something to eat.’ You know. 
I’ve got to have something. Sometimes at one o’clock I think ‘Oh, I should 
have something to eat.’ Food really doesn’t bother me. I probably drink a 
lot of tea and in the morning I try and force myself to have a bit of toast, 
but I could quite easily go without breakfast and then lunchtime I’ll 
probably have a sandwich or something. Evening wise, depending what it 
is, I sort of know now exactly what I can eat. I know, if I do that portion I 
know I’ll be able to eat it. If I get a bigger portion, I know I will get a full 
up sign and I just leave it, put cling film on it and I can go back to it. A 
couple of hours and I can eat it again, rather than throw it away. I still, 
even now. I’ve still got that sort of thing as soon as I eat something. I hate 
looking at a big meal. You know, if I’ve been invited to a friend’s or 
something for dinner, I say, ‘I only want something very very small,’ and 
when I see people’s dinners I think, ‘No, I couldn’t-, surely I didn’t eat 
like that?’ It’s huge. Their dinners would last me a whole week. You 
know, I think, ‘God, where are they putting it all?’ I’ve got this one little 
sliver of beef on my plate, one Yorkshire pudding, two baked potatoes and 
a shovel full of peas, but I’m quite happy with that. I just eat small and 
often.
INT Yes, which is ideal.
RES I don’t do that all the time I must admit. Sometimes I go without quite a
lot.
INT So, you say you’ll happily skip a breakfast?
RES As soon as I think I’m hungry-, today, the same sort of thing happened
today. I had a bit of toast this morning and I was sorting out some drawers 
and before I knew it time had flew by and it got to about six and I thought, 
‘Oh I feel a little bit hungry.’ I had to think whether I’d had dinner or not. 
‘Did I have anything lunchtime?’ Sometimes I forget whether I’ve had 
something lunchtime and then I try and have something sensible, a bit of 
vegetables or whatever. I normally cook smaller meals and I’ll eat 
whatever I’ve cooked myself, but if it’s too much I’ll just leave it and eat it
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later. No, I can’t say, food doesn’t bother me anymore. I don’t go to 
restaurants or anything like that. I don’t like to go to restaurants now, 
because I just feel it’s a waste of time for me. You’re sitting there and I 
know I can’t eat it.
INT Yes, there’s no point.
RES You know. I’ll go to the Harvester, but they’re alright about it. They
weren’t at the beginning. I just have a children’s meal. Yes I just get a 
children’s menu and just have a children’s meal. Not because of the 
money-,
INT It’s smaller and you can cope.
RES Sausages and a jacket potato and a shovel full of peas.
INT Yes, absolutely.
RES That suits me.
INT If, for example, you’ve had a hard day at work and you come home and
maybe, I don’t know, something awful’s happened, would you come home 
and think, ‘Gosh, I’ll just have some food,’ or that doesn’t spring to mind?
RES If I’ve had a hard day and come home and think of food? No, not really.
INT You don’t think, ‘God, I’m feeling really cross or stressed. I’ll have some
chocolate’?
RES No. I think if I’m stressed, my bad habit, which has never changed I do
like sweets. I’m not a chocolate fan, you know, I prefer Opal Fruits or 
Fruit Pastilles or something and I don’t know whether it’s because I’m not 
eating sensibly, my sugar level goes down and I just think, ‘I must go and 
get a packet of sweets. I’ve got to have a packet of sweets.’ It’s like 
addictive that I’ve got to go out and get it and I can eat three in one go and 
I’ll feel okay then.
INT Then you’re fine?
RES Yes. I mean, I would sooner have a packet of sweets than cook a meal. It’s
wrong, but I’d rather have-, or a packet of crisps than have a meal, because 
it’s small I can get on with that. Cooking something and, you know, it 
would come up and it’s a big meal, it puts me-, just by looking at it I think, 
‘I’m never going to eat that,’ and then I end up playing with it and pushing 
it round the plate. So, and I’m still like that seven years on.
INT Well, you’re one of the few I speak to that are still like that. So, it sounds
like actually your weight loss is down to solely your surgery, because it 
makes you feel full?
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RES Yes. If I was to drink sort of say a can of diet coke for instance, I wouldn’t
be able to eat anything on top of that, because the drink would just literally 
bloat me out. If I’m going to have something to eat I have to wait for the 
drink and then once I’ve had something to eat, I can’t drink a cup of tea or 
anything like that, because I’m full. So, I have to wait for the food to 
digest and then make a cup of tea, drink some water, whatever. You’re 
right, because I’ve got a lady that lives underneath me and she had gastro 
bypass and she-, I would say she’s probably-, I don’t know how big she is, 
but I would say she’s probably on 27 stone, 26 stone, something like that. 
She did have-, she had the surgery and you know, she was doing really 
well, she lost five stone, but I don’t know what’s happened now. She’s put 
it all back on again.
INT Well, it’s so interesting. I have to tell you-,
RES I don’t understand how it can work for one, but not for another.
INT Well, actually of all the ladies I’ve been-, and they are all ladies I’ve been
speaking to, for some reason, you’re the only one, because I’m looking at 
people who had it more than eight years ago, you’re the only one who it 
seems to have worked for.
RES Oh!
INT So, I think you’re right. I don’t know why it works for some and not
others, but it seems to have worked for you.
RES What, the other people you’ve spoken to have gone back to their old ways
and put on weight?
INT Yes. They’ve put all their weight back on and another one-,
RES I’ve put on weight. I’ve put on a stone. I wouldn’t say I’ve put all my
weight on. I mean. I’m probably about 12 and a half stone and I fluctuated 
between 20 and 22.
INT Yes.
RES So, you know, I did have this sort of barrier saying that as long as I stayed
between 12 and a size 16 and obviously a weight up to 13 stone. I’d be 
quite happy with that and it’s obviously when you creep after the 16 and 
your weight creeps up without you knowing about it. I still have treats. I 
still have a packet of crisps, I still have portion of chips iff fancy it, but I 
can’t eat all the chips. I only eat about a dozen and I’m full. You know, I 
still can’t do it.
INT So, when you said you did put a stone back on at some point, what do you
think was the reason for that?
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RES No, that was before I had surgery.
INT Oh right. So, since you’ve had the surgery it’s just gone down and you’ve
managed to maintain it.
RES I’ve put on a stone but other than that-. I’ve put on a stone. I went down to
a size 12, but now I’m back up to a size 14, but apart from that bit of 
weight, that’s the only weight I’ve put on.
INT So, you seem to have found actually-, it’s funny because I’m coming
across this theme where people just seem to find an ideal weight and they 
fluctuate a bit above and below, but they always seem to be around that 
marker? So, 12 and a half seems to be quite comfortable for you?
RES Yes.
INT So, the key to this, I wonder how you differ to these other women. Do you
feel that it’s purely the surgery or have you had to work mentally quite 
hard to lose the weight? Do you think the surgery’s controlled everything 
for you?
RES Yes and even now yes. I can’t because I still get, what do they say, you
get like a warning sign. I could, say, Saturday just gone for instance, it’s 
very rarely I eat fatty foods while I’m out because I’m always wondering 
whether it’s going to stay down and on Saturday I was with my friend and 
she had all the works, bacon, tomatoes, mushrooms and all that stuff, great 
big large plate and she said to me, ‘What do you want?’ and I said, ‘I’ll 
just have a cheeseburger.’ So, I went to the toilet and I came back and we 
were just chatting and then when it came up it was a quarter pounder and a 
portion of chips and I said, ‘I’m never going to be able to eat all that. I 
only wanted a burger,’ and I was hungry as well. So, I ate the chips and I 
cut the burger into fours and I was struggling to eat half of it. So, you get a 
warning sign to say, ‘That’s it, you’ve had enough,’ but you can continue 
to eat after that, but then what happens then, you’re very uncomfortable, 
you feel as if you’ve eaten, I don’t know, a three course meal and 
puddings, everything else on top of it. Imagine sort of, I mean not so 
much, but in the days when you had your Sunday roast, Sunday dinner and 
you had your big dinner and you’d have your afters and you felt quite full. 
Then a couple of hours later someone would say, ‘Do y u want a 
sandwich?’ and you think, ‘Oh I can’t.’ and you eat the sandwich and 
you’re just absolutely-, just want to undo your trousers and explode.
INT Yes. You feel uncomfortable.
RES It’s a very very uncomfortable feeling. I mean, iff do that, which is my
own fault, I have to go and lie down, because I can’t move. I have to 
literally wait for it to settle down. So, you do get the warning sign first and 
as soon as I get that I stop now, because it doesn’t do me any favours by
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carrying on. I will suffer for it. I’m not-, ‘Oh I’m hungry I’ve got to have 
something to eat.’ I don’t really say that. It’s always my friends saying, 
‘Oh, we must go and have something to eat,’ and I go, ‘Oh alright then,’ 
but I could go all day quite easily and have nothing to eat.
INT Have nothing at all and feel alright?
RES I always make a cup of tea in the morning and I’ll have a couple of
biscuits and then if I fancy it I’ll have some breakfast, but more often than 
not I don’t, but I mean, I do try and push a bit of toast forward and then 
it’s after that that I don’t bother. I just eat now when I want to eat. When I 
feel like I’m hungry I’ll eat something.
INT Rather than you thinking about food and then eating, you wait for your
body to tell you?
RES I think I’ve got to have four meals a day, I just eat when I’m hungry
basically and then whatever I get I just do small portions and I’m full 
again. I could probably live on one meal a day quite easily.
INT Well, that’s worked really nicely for you. Do you think there’s anything-, I
don’t suppose there is, because you seem to have done really well with this 
and your surgery’s worked-,
RES The only thing afterwards is all the excess fat. You lose the weight, but
obviously where does all the fat go? Do you know what I mean? It’s just 
fat, just hanging, which is what I had. I had like a double apron. If I sat 
forward or if I put a pair of trousers on I’d look like Michelin man, 
because I had this great big round tyre of the loose fat.
INT So, did you do anything about that?
RES Well, again, I was one of the lucky ones again that the consultant that I
had, they transferred me to plastic surgery and I got an appointment with 
him and he was very kind and he said he could do this and do that, but it 
depends whether he could get the funding for it and he’d have to write off 
to the PCT trust and he just said once they give they go ahead I can do 
whatever you want. So that’s what he did and obviously my fiiend was 
exactly the same and she got her doctor to write to the PCT trust as well 
and she got turned down. I thought, ‘Oh, I think I’m going to get turned 
down now.’ And then I got a letter to say that they will fund the three 
operations, which was a tummy tuck, arm tuck and a thigh tuck.
INT You have just done really well.
RES Well, I’ve had all that done.
INT That’s fantastic.
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RES I mean my arms obviously the only thing is that they look like railway 
lines. I mean I’ve got lines everywhere, but it was really bad. The fat I 
could just put down on my lap. I mean, literally. You know, my stomach’s 
as flat as a pancake and I had really massive excess fat sort of round the 
side, where the bar goes round the side bits. I used to have to wear great 
big wide band so that I could hold all the fat in, so when it came to 
surgery, when they came back and said yes, he sort of said to me, ‘Which 
operations do you want first?’ He was expecting me to say tummy and I 
said my arms and he went, ‘Your arms?’ and I said, ‘Yes, I feel I would 
just love to be able to wear a sleeveless top or just short sleeves. I’ve never 
been able to do it, because my arms have always been too fat.’ I had sort 
of batwings sort of thing. He did my arms and then he went down the side 
to where the bar bit goes and put the fat off from there and then he came 
round and gave me an uplift as well, which was a bonus, because I didn’t 
know that was happening. I didn’t have a boob job, I just had an uplift.
So, consequently it was great, because my arms were a lot skinnier and I 
just felt great after it. A few months down the line I had a tummy tuck and 
then six months after that I had another operation for the thighs. So, once 
I had all that taken away that was great.
INT You must have felt great?
RES Yes. So, basically my tummy’s quite flat, but if I do put on weight the only
way it will come out on me is I’ll have a midriff bulge. My stomach 
doesn’t fill anymore, because I think, they sort of cut so much off and 
tightened it that I don’t suppose there’s that much to come through my 
tummy, so it just comes above now. I’ve always tended to put weight on 
there.
INT Okay, so where it’s slightly different.
RES As I say, after all this I went through, my knee’s not any better than it was.
Thinking I’m just going into hospital, October 5* I’m going in.
INT Okay, to have surgery?
RES I’m having total knee replacement again.
INT You’ve had it replaced once before?
RES Yes, in maybe about May ’05 I had a total knee replacement and six
months down the line I was getting problems, so in the November he took 
it out, washed it and put it back in again. Then carried on for a couple 
more years but it was still really bad and then last year I had half a knee 
done, the bottom half and my leg’s just got worse. I mean. I’m in so much 
pain with it all the time now. Was it worth having it done in the first 
place? I feel worse than what I did when I first started. I’m now going to 
have a total knee replacement again. He’s going to take the whole knee 
out, not with the same surgeon. I was under King’s, but now I’m under
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Guys as a second opinion and he just reckoned to go back and start from 
scratch.
INT Hopefully that will-.
RES Yes, he said, ‘You’ve got two choices. I can leave it and just sort of carry
on the way that I am or we give it a try and see whether it works,’ but he
really can’t tell me that it will work. He said ‘I can’t answer that, I really 
don’t know, but if you’re willing to give it a try then go ahead and do it,’ 
which is obviously I’m going to have on October 5*.
INT So that’s four weeks, not long.
RES Yes, not long.
INT That’s a real shame isn’t it that that hasn’t improved at all?
RES No, not at all. I had lots of problems that time when I had the knee
replacement. They punched a hole in my artery and then the vascular came 
down and they gave me an emergency operation and then he punctured the 
nerves in my leg and then I got MRS A and then I got DVT. It was just one 
nightmare after another and I was in hospital quite some time. About six 
weeks then and just everything seemed to go wrong on my knee, 
everything. I was just in such a state and I just thought, ‘God, is it worth 
having all that done?’ but it did settle for a little while, you know, sort of 
settled and I felt a lot better. I was still sort of limping but the pain had 
subsided a little bit, but then it just flared up again.
INT Okay, so nothing to do with your weight at all?
RES No. I mean it probably was to start with. It was probably wear and tear.
INT Well, yes, that’s true.
RES Which everyone gets anyway, but obviously the heavier you are the more
weight you’re putting on, the pressure on your knee. So, yes, it probably 
was to do with surgery, but from my point of view, it’s the best thing I 
ever did. If someone ever spoke to me about it I would 100% say to them, 
‘Go and have it done.’
INT So, if someone came to you and said, ‘Have you got any tips? What could
have increased your weight loss?’ or, ‘How have you lost the weight 
you’ve lost when I haven’t,’ for example, say they’ve had the surgery, 
what would you say?
RES What, if we were altogether and she was telling me she hadn’t lost any
weight?
INT Yes.
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RES First of all I would say it was rubbish, because if you’ve taken-, even if
you say half of your stomach, you’ve got to feel different, because you can 
only still eat small. You can expand it. I mean you can get that melt down 
chocolate and turn it into a chocolate spread.
INT Yes, which is probably what a lot of them are doing, things like that.
RES How you can put on weight and the consultant said that’s exactly what
they do. They can’t actually eat it, they melt it down and eat it and 
obviously chocolate’s got calories. Half a cup of chocolate, that’s quite a 
lot. I mean, I don’t think-, I probably I don’t even eat 1000 calories a day 
now. Not at all. I mean, tonight I just had a lean piece of steak, one big 
one I cut that into half. That’s for two meals, because I can’t eat a normal 
chunk of steak, so I sort of cut it up and just had some boiled potatoes with 
it and beans, small amounts and I feel quite contented now. I don’t want 
anything else.
INT Yes, you feel full and that’s enough?
RES Yes, but sometimes I think I’ve got to eat, because I have to, but not
because I want to. Food really doesn’t interest me anymore. I probably 
pick more than anything. I’d rather pick all day than actually sit down and 
have a meal.
INT Than have bigger portions, you’d have a little. One last question, do you
think counselling or anything like that would have helped you with your 
weight loss after surgery, or do you think actually the surgery on its own 
was enough?
RES I think I would have liked to-, because obviously it’s the unknown. You
don’t know what the side effects are, what it was going to be like. I would 
have loved to have gone onto like a group for people that have had it done 
and what their experiences were and have a before and after type thing. 
People that are waiting to have it done and people that have had it done 
and put on weight. Obviously like myself that haven’t put on weight and 
just to like compare notes. ‘Do you eat sweets? Do you eat chocolate? Are 
you full?’ Those are the sort of questions that I would have like to have 
asked.
INT Yes.
RES At the time I would have liked to have four or five of us in a group all
talking about how it’s changed us or what experiences we’re all going 
through. I didn’t get that. It was only because I met a girl up at the clinic 
and I got talking to her and we were sort of like comparing notes, but if it 
wasn’t for her I haven’t spoken to anybody. I did go through a lot of 
research for a little while, a sort of guinea pig I was for about six months. I 
don’t really know. I had some blood taken and they kept on repeating the
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blood tests at certain levels. Had to eat ice-creams, so I had quite a few 
tests afterwards like as a guinea pig, but yes, I would have liked to have 
sat in a group, people that have had it done before me, what their 
experiences are, what their side effects are, ‘Has it changed you, are you 
different?’ I would have liked that.
INT Yes, there are some places that have support groups, but that’s usually for
post-surgery, so actually you would have liked that before the surgery?
RES Yes, I would have definitely liked it. I didn’t know there was a support
group. I didn’t go to one but I think that would have been nice afterwards.
It sort of educates you a bit different as well. You see what other people, 
what it’s done to them. They’ve lost weight, some have put on weight.
Why has one person put on weight and the other person hasn’t? If you saw 
this lady underneath, in my eyes she doesn’t look like she’s lost a pound 
let alone five stone yet she has.
INT Has she had a bypass?
RES Yes.
INT See I’m talking to women like this all the time.
RES If you see her now, she’s very much 18,20 stone easy. She looks big as
well. She carries it all round her bum and all round the front sort of thing. 
She’s quite hefty all round the backside area. Obviously her clothes don’t 
help, because she wears quite baggy clothes. Makes her look bigger even 
more. She just says that she’s not really bothered now, but I mean if I put 
on weight to the extent the lady underneath, I think I would have gone 
back to Mr Patel and sort of just said to him, ‘What is happening?’ or, ‘Is 
this normal?’ just asking a few questions on it.
INT Yes. It makes you wonder what they’re doing wrong. If it’s something
they’re doing wrong.
RES Well, I think once Mr Patel does his job, you’re under the knife and he
does the bypass, that’s it then, you’re out of his hands and you’re onto the 
ward. Sometimes the staff don’t understand what you’ve had done. They 
know it’s a gastro bypass but they don’t know what’s entailed after that. I 
was very excited, every other day kept looking on the scales to see if I’d 
lost anything. I was quite happy if I lost two pounds, three pounds, to see it 
coming off again and it just carried on, two pounds, three pounds, lost, lost 
and it was like a vicious circle in the end. As much as I did have a hard 
time, I don’t think I would-, I still would go ahead with surgery, definitely.
INT Well, that’s a really nice positive interview and like I said there aren’t
many like that, so that’s really good to hear and fantastic for me.
RES Really?
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INT Yes. You’ll be amazed. I’m going to a conference tomorrow and I’m
meeting other researchers in the area and I’m sure that they’ll all be 
finding similar thing.
RES Really? As I say, I’ve kept the weight off.
INT That’s absolutely wonderful.
RES Not through exercising, walking and all that, because of my knee.
ENT You couldn’t do.
RES Hobbling around and all that and I’ve got a car, so I’m in and out of the
car all the time.
ENT So, it’s all been down to the surgery?
RES Definitely. 100%. I used to go line dancing when I was big and there used
to be a man there. I would say he was probably about 35, 38 stone easily 
and anyway I was out shopping Friday just gone and I just happened to be 
talking to someone with my grandson, he was getting ice-cream and gave 
him the money to pay the man and then he said to me, ‘Are you Carol 
from line dancing?’ and I said, ‘Yes,’ and I said, ‘I don’t know who you 
are.’ And he said, ‘Yes you do,’ I said, ‘I do okay? Okay, I don’t 
remember then.’ He went, ‘It’s Wayne.’ I said, ‘No, you’re not Wayne. 
Wayne’s 38 stone.’ This man has lost an incredible 25 stone.
ENT Wow! How did he do that?
RES He had a gastro bypass. I don’t know what he’s had done. He’s had
something. He’s not even had a band in, but he’s having it done in two 
parts apparently.
ENT Okay, maybe a sleeve or something.
RES Yes. Well, he’d gone from probably about a 38 stone and absolutely
massive, massive to this little thin wafer man. When he said I went, ‘No, 
you can’t be Wayne.’ He said, ‘I am.’ He said, ‘I told you I was going for 
the surgery and I had it done.’ No. I couldn’t get over it, because he was 
huge, huge, about 38 stone. He was absolutely massive and he’s probably 
about my weight now, probably about 13, 14 stone.
ENT That’s incredible.
RES I just said, ‘That’s absolutely amazing.’ He said, ‘Well you look good. I
can’t believe. I wouldn’t have recognised you,’ but I wasn’t sure. He said, 
‘You’ve done really well.’ I said, ‘I’ve put on a little bit now.’ He said, 
‘No, no, you still look good.’ I said, ‘Don’t worry talking about me, look
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at yourself. Jesus Christ.’ I said, T’ve had a tummy tuck and an arm tuck,’ 
and he went, ‘Yes, that’s what I need.’ I said, ‘What do you mean?’ He 
goes, ‘You can imagine me being 38 stone.’
ENT You can imagine can’t you?
RES ‘The fat is just hanging down my legs. So at the moment the PCT trust has
said ‘No, you can’t have it done.’ They’ve now written another letter and 
they’re just waiting for the answer back from there and hoping, fingers 
crossed he can get a tummy tuck. He was huge and this little tiny thin man.
ENT Yes, it’s incredible and it’s really nice to see isn’t it when you see things 
like that?
RES That way round, because I mean when you go the other way and you put
on weight, they just assume that you’ve been eating and over eating and 
that’s why you are the way you are, but it’s not always the case.
ENT No, that’s right.
RES With Wayne I think his target was 30 stone, but I think he’s lost about 28
stone. His face has got really thinner, but I don’t think he had puppy fat 
anyway. His face has just gone normal. He just looks like a sort of young 
man now. I know he was a young man before, but obviously he got called 
fatty and everything else you can think of and now he’s like on his own 
now.
INT Like a different person?
RES Totally different person. So, he’s just at the moment waiting to hear to see 
if he can get the tummy tuck and all that. He has to wear a special vest to 
hold all the fat in.
ENT Yes. He will do, that’s right. Hopefully they say yes soon. Psychologically
they’d have to say yes really.
RES Well, I think it would make him feel better as well, because the fat he said
is just literally just hanging. It’s not just where-, even if you did a bit of 
exercising he’s not going to gain out of it.
ENT No, that’s right, it needs to be taken away.
RES So, he looked absolutely fantastic and the girl that I was telling you that
had the surgery at the same time she’s kept her weight off as well.
ENT Okay, well there are more positives. Maybe I’m just speaking to a lot of
people that haven’t.
RES She’s probably put on about half a stone. She can’t eat anything. There’s
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lots of things she can’t eat, you know, and she’s still struggling with food, 
but yes, she’s kept it off and absolutely amazing. When you look at your 
pictures before and look now you think, T couldn’t have looked like that.’
INT I know, it’s incredible.
RES But I did. Yes, I’m fine now and I’m sitting here in a pair of tracksuit
bottoms and a sleeveless top which I would never wear, never, but I can 
wear that.
INT That’s nice, without even thinking about it. That’s really nice. That’s
really good and it’s nice to hear the odd few.
RES It’s amazing isn’t it? I know there are quite a lot. Even from his point of
view, it must be soul destroying to think you’ve done all this and you’ve 
put all the weight back on again.
ENT I think a colleague of mine has done some research for Mr Patel.
RES Oh really? He’s a lovely man.
ENT I’ll have to ask her tomorrow. I’m sure she said he’s a short guy and he’s
really friendly.
RES Oh no, he’s not short.
ENT Maybe it’s a different one. Where’s he working out of for the NHS?
RES King’s College.
INT Oh.
RES He’s very very tall.
ENT No, this one’s she said very short.
RES No, Mr Patel is very very tall and he’s based at King’s.
ENT Must be a different one. I’m sure I’ll come across him at some point.
RES Yes, he’s lovely and he gets pleasure out of doing it and you’ve lost a lot
of weight and it’s worth his while. For what he did he’s made you the way 
you are today. I would never want to go back to the old me.
INT No, it feels good now.
RES I’ve got to admit sometimes if I’ve been invited out for a meal or
something or even gone out for a meal, obviously your brain and your eyes 
are exactly the same, so you think you can still eat it, but you can’t so you
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go over and you pile it all on and then you leave half of it, because it’s too 
much.
INT Yes.
RES Absolutely too much.
INT Little and often.
RES Yes.
INT Okay, well we’re covered here. We’ve covered everything. I’m so grateful 
for your time.
RES Any time you want to ring, just call.
INT I’m going to get this interview typed up, but if there are any things I
haven’t asked you, just minor details like personal details like age and 
height and things I’m sure I’ve got them all down here but I might have to 
give you-,
RES I used to get loads of sweat rashes underneath my boobs and on my
stomach, on my tree trunk legs terrible. Especially when the weather was 
hot.
INT Yes, in the summer.
RES My legs would rub together and I’d end up having two big sores and
obviously if I walked along too much I’d end up grazing inside my legs 
because my legs were so fat, but I don’t have that problem anymore, any 
sort of problem like that anymore
INT That’s really nice. In the summer you can wear what you like and you
don’t have to worry about that.
RES Yes. Well, I can. I can wear short sleeves now and I don’t even feel
awkward against it. It’s just getting used to it myself, but no, my arms are 
okay. The inside underneath my arms, that’s all fine. If I take my top off 
my boobs sort of stay up high now, rather than being two fried eggs. I look 
a lot better in the bra now than what I did before. It’s a lovely feeling.
INT Oh, absolutely. Well it just sounds like you’ve had a really good time of it.
Right place, right time and then good luck?
RES Thank you.
INT Yes, you’ve had some really good luck with the NHS and people?
RES Yes, I was just lucky. I was just lucky because it doesn’t happen to
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everybody.
ENT That’s right. Some people battle for a long time.
RES At the right time. I’ not looking forward to my knee replacement, I’ll be
honest. I’m a bit dubious, because every time I have an operation I always 
get something secondary. It may all run smooth, but I always end up some 
complication every single time.
ENT Well, hopefiilly this time it will all go well. Okay. Well I wish you all the
best with that.
RES If you need to speak to me any time, just call.
ENT Great, thank you so much. I really appreciate your time.
RES You’re welcome.
ENT Okay, bye.
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Western Sussex Hospitals
NHS Trust
NHS
St Richard's Hospital 
Spitaifield Lane 
Chichester 
West Sussex 
P019 6SE
DX150063 
Chichester 90PO
Tel: 01243 788122 
Fax: 01243 531269 
www.westernsu5sexhospitals.nhs.uk
Title of Project: The impact of a bariatric rehabilitation service on patient outcomes.
We would like to invite you to take part in our research study. Before you decide we would 
like you to understand why the research is being done and what it would involve for you. 
Please take time to read the following information carefully. One of our team will go through 
the information sheet with you at your next clinic appointment and will answer any questions 
you have. Talk to others about the study if you wish. (Part 1 tells you the purpose of this 
study and what will happen to you if you take part. Part 2 gives you more detailed 
information about the conduct of the study). Ask us if there is anything that is not clear or if 
you would like more information. Take time to decide whether or not you wish to take part.
Part 1
What is the purpose of the study?
The purpose of this study is to explore whether providing bariatric patients with extra 
psychological support both before and after surgery is beneficial to the patient.
Why have I been invited?
You have been invited to take part because you have been approved for bariatric surgery at 
St Richard’s Hospital Chichester. You have been invited to take part along with 335 other 
patients at the clinic.
Do I have to take part?
It is up to you to decide to join the study. We will describe the study in this information sheet 
and we will go through this information sheet at your next clinic appointment. If you agree to 
take part, we will then ask you to sign a consent form at the clinic. You are free to withdraw 
at any time, without giving a reason. This would not affect the standard of care you receive.
What will happen to me if I take part?
Sometimes we don’t know which way of treating patients is best. To find out, we need to 
compare different treatments. We put people into groups and give each group a different
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treatment. However this will not affect the type of surgery you are having, it is just the 
support package that will differ between the groups. The results are compared to see if one is 
better. To try to make sure the groups are the same to start with, each patient is put into a 
group by chance (randomly). You have a 50/50 chanee of getting the usual care or getting 
the alternative package.
Taking part in this research will involve you being randomly allocated to either receive 
standard care or to receive 3 extra sessions with a health psychologist that will last 50 
minutes each, which will take place alongside standard appointments at the clinic.
If you will be receiving the standard care package (group 1) you will just have to complete a 
questionnaire at 4 time points which will be when you come to the clinie for the pre­
operative tests, then at the 3 month follow up appointment along with at 6 and 12 months 
which you will receive by post.
If you are allocated to receive the extra sessions (group 2) you will receive these 50 minute 
sessions with your pre-operative tests in clinic, then before you are discharged from hospital 
after the operation and then at the standard 3 month follow up appointment. You will also be 
asked to complete a questionnaire after the first and third session along with at 6 and 12 
months whieh you will receive in the post.
Furthermore at 6 months after their surgery, 20 patients will be asked to take part in an 
interview either by telephone or face-to-face about their experiences, which will be recorded 
for transcription purposes only.
Your first involvement will be when you attend the bariatric clinic for your pre-operative 
tests and your final involvement will be at 12 months after your operation. Therefore the 
duration of your involvement will be roughly 1 year and 2 weeks.
What will I have to do?
When you attend your next appointment at the bariatric clinic for your pre-operative tests, if 
you wish to participate you will need to sign a consent form. You will then be allocated to 
one of the two groups. If you are in group 1 you will need to complete the questionnaire at 
that visit and at your 3 month follow up appointment after your operation. You will also need 
to return the postal questionnaires that will be sent at 6 and 12 months. You may also be 
asked to take part in an interview at 6 months after your operation.
If you are allocated to group 2 you will have your first session with the psychologist while 
you are attending the clinic for pre-op tests and you will be asked to eomplete a 
questionnaire afterwards. You will receive your next session as an in-patient before you are 
discharged after your operation. At your 3 month standard follow up appointment you will 
receive your third and final session with the psychologist and will be required to complete a 
questionnaire afterwards. You will also need to return the postal questionnaires that will be 
sent at 6 and 12 months. You may also be asked to take part in an interview at 6 months after 
your operation.
What is the procedure that is being tested?
320
The bariatric rehabilitation service (BRS) is based on the preparation procedures for surgery 
and cardiac rehabilitation services but is tailored to the needs of bariatric patients. It has also 
been designed in collaboration with patient support groups. In particular the service will 
address a number of factors such as information about dietary change, managing emotions 
without using food, alternative and healthy methods of eoping, ways to work with the 
restriction imposed by the operation and managing other addictions.
What are the alternatives for treatment?
The alternative treatment is the standard package of care whieh 50% of the patients recruited 
will receive, which includes appointments with a dietician, nurse and eonsultant.
What are the possible disadvantages and risks of taking part?
The disadvantage of taking part is the time taken to take part. Therefore the inconvenienee of 
the time taken to complete the questionnaire and to be interviewed along with the extra time 
for the sessions with the psychologist.
What are the possible benefits of taking part?
Bariatric patients’ feedback regarding current praetice led to the design of this project with 
patients identifying a need for more psychological support as they felt the issues with their 
body were being addressed but not their minds. Therefore the benefits of taking part in this 
research is the possibility of receiving extra psychological support but also to provide 
evidence for all patients to receive extra psychological support if it is found to be beneficial 
to the patients. Therefore we cannot promise the study will help you but the information we 
get from this study will help improve the treatment of people having bariatrie surgery.
What happens when the research study stops?
When the study finishes you will receive no fiirther questionnaires or sessions with the 
psychologist if you are in that group. You can receive a summary of the results of the study 
if you require. Also once the study is complete your personal details will be destroyed and 
the results will only be reported so that the patients are not identifiable.
What if there is a problem?
Any complaint about the way you have been dealt with during the study or any possible 
harm you might suffer will be addressed. The detailed information on this is given in Part 2.
Will my taking part in the study be kept confidential?
Yes. We will follow ethical and legal practice and all information about you will be handled 
in confidence. Your GP will be notified if you agree to take part in this research. The details 
are included in Part 2.
If the information in Part 1 has interested you and you are considering participation, please 
read the additional information in Part 2 before making any decision.
Part 2
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What if relevant new information becomes available?
Sometimes we get new information about the treatment being studied. If this happens, your 
research doctor will tell you and discuss whether you should continue in the study. If you 
decide not to carry on, your research doctor will make arrangements for your eare to 
continue. If you deeide to continue in the study they may ask you to sign an agreement 
outlining the discussion.
What will happen if I don’t want to carry on with the study?
If you withdraw from the study, we will destroy all your contact details, but we will need to 
use the data eollected up to your withdrawal.
What if there is a problem?
If you have a concern about any aspect of this study, you should ask to speak to the 
researchers who will do their best to answer your questions (Dr. Amelia Hollywood 01483 
686883). If you remain unhappy and wish to complain formally, you can do this through the 
NHS Complaints Procedure. Details can be obtained from the hospital.
In the event that something does go wrong and you are harmed during the research and this 
is due to someone’s negligence then you may have grounds for a legal action for 
compensation against (Western Sussex Hospitals NHS Trust) but you may have to pay your 
legal costs. The normal National Health Serviee complaints mechanisms will still be 
available to you (if appropriate).
Will my taking part in this study be kept confidential?
All information whieh is collected about you during the course of the research will be kept 
strictly confidential, and any information about you whieh leaves the hospital or university 
will have your name and address removed so that you cannot be recognised.
Involvement of the General Practitioner/Family doctor (GP)
Your GP (or other health care practitioner) will be notified if you agree to take part in this 
research.
What will happen to the results of the research study?
The broad scientific results of a trial will be available at the study website once the study is 
complete. You will be given this information at the end of the study and if you wish to 
receive a hard copy of the results this will also be available. The results of the research will 
also be published in academic journals and at conferences. You will not be identified in any 
report/publieation and any direct quotes from the interviews will be anonymised.
Who is organising and funding the research?
The Research for Patient Benefit Programme, which is part of the National Institute for 
Health Research, is funding this research.
Who has reviewed the study?
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All research in the NHS is looked at by an independent group of people, called a Research 
Ethics Committee, to protect your interests. This study has been reviewed and given 
favourable opinion by Kent Research Ethics Committee
You will be given a eopy of the information sheet and a signed consent form to keep. 
Further information and contact details
Please see the study website http://clinicaltrials.gov/ct2/show/NCTO1264120 for general 
information about research and specific information about this research project.
Also you can contact Dr Amelia Hollywood (a.i ■hollywood@surrey.ac.uk or 01483 686883) 
with regard to general information about the research, specific information about this 
research project, advice as to whether they should participate and if you are unhappy with 
the study.
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Western Sussex Hospitals
NHS Trust
NHS
St Richard's Hospital 
Spitaifield Lane 
Chichester 
West Sussex 
P019 6SE
DX150063 
Chichester 90PO
Tel: 01243 788122 
Fax: 01243 531269 
www.westernsussexhospitals.nhs.uk
Study REC Reference number: 10/H1101/61 
Patient Identification Number for this trial:
CONSENT FORM
Title of Prelect: The impact of a bariatric rehabilitation service on patient outcomes.
Name of Researcher: Please initial each
statement
1 .1 confirm that I have read and understand the information sheet dated 6-9- 
10 (version 2) for the above study. I have had the opportunity to consider the 
information, ask questions and have had these answered satisfactorily.
2 .1 understand that my participation is voluntary and that I am free to 
withdraw at any time without giving any reason, without my medical care or 
legal rights being affected.
3 .1 understand that relevant sections of my medical notes and data collected 
during the study may be looked at by individuals from University of Surrey, 
from regulatory authorities or from the NHS Trust, where it is relevant to my 
taking part in this research. I give permission for these individuals to have 
access to my records.
4. I understand any direct quotes from the interviews will be anonymised.
5 .1 agree to my GP being informed of my participation in the study.
6 .1 agree to take part in the above study.
Name of Patient Date Signature
Name of Researcher Date Signature
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Bariatric Questionnaire
Section 1: The first questions are about you.
1. Are you: □ Male □ Female
2. How old are you?___________ (years)
3. Which of the following best describes you:
□ Black
□ Asian
□ White
□ Other
4. Would you describe yourself as:
□ Working class
□ Middle class
□ Upper class
5. Are you:
□ Living Alone
□ Co-hahiting
6. Level of Education:
□ Less than Secondary school
□ Secondary school
□ Professional certificate (e.g. NVQ)
□ Degree
□ Higher degree
7. Do you work?
□ Full time
□ Part time
□ Neither
□ I am not working at the moment
8. How tall are you?_____________
9. What is your current weight?
(Specify metres or feet and inches) 
___________ (Specify kg, lb or stone)
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Planning Behaviour
A lot of people try to change their nutrition habits by adopting a healthier diet. How 
about you?
I already have concrete plans.....
Strongly
Disagree
Disagree Neutral Agree Strongly
Agree
1.. .when I will eat. □ □ □ □ □
2...wherel will eat. □ □ □ □ □
3...howI will eat. □ □ □ □ □
4.. .how often I will eat. □ □ □ □ □
5.. .when and how I will prepare 
my food.
□ □ □ □ □
6.. .when I have to watch out in 
order to maintain my new nutrition 
habits.
□ □ □ □ □
7.. .what to do in tempting 
situations so as not to fall back into 
my old nutrition habits.
□ □ □ □ □
8.. .what I would do in case of 
relapse (how to deal with relapse).
□ □ □ □ □
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Planning
Research suggests that formulating plans is a successful strategy for changing health 
behaviours such as increasing physical activity and healthy eating which contribute 
to successful weight loss. The following section will ask you to form up to 3 plans 
about when, where and how you intend to eat health foods during the next month. In 
addition you will be asked to form up to 3 plans about strategies to overcome 
anticipated barriers (i.e. if someone offers you unhealthy food or if you crave 
something unhealthy).
Action Planning
Please think about when where and how you plan to eat healthy?
Please write down your plans in the following table. The more precise, concrete and 
personally you formulate your plans, the more they can help you.
What When Where How With
whom
Plan 1
Plan 2
Plan 3
Coping planning
Please think about which obstacles or barriers might interfere with the 
implementation of your eating plans? How could you successfully cope with such 
problems?
Please write down your plans in the following table. The more precise, concrete and 
personally you formulate your plans the more they will help you.
Obstacle Strategy to Overcome Obstacle
Plan 1
Plan 2
Plan 3
Memorize your plans carefully, visualise the situations and your 
planned actions and make a firm commitment to act as planned.
